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An Address 


MEDICINE AND THE CHURCH, 


Being the Annual Oration given before the York Medical 
Society on Oct. 19th, 1927, 

By Sr FARQUHAR BUZZARD, K.C.V.O., 
M.D. Oxr., F.R.C.P. Lonp., 


PHYSICIAN EXTRAORDINARY TO H.M. THE KING 5 
PHYSICIAN TO 8ST. THOMAS’S HOSPITAL. 





THE word “ indulgence ”’ has various meanings, for 
three at least of which I must advance a claim before 
entering upon the subject of my address. 

Indulgence is a synonym for gratification, and how 
can I fail to be not only highly gratified but deeply 
grateful when I find my name added to your long and 
distinguished list of ‘‘ Orators.’’ In its more religious 
sense an indulgence is equivalent to a grant of certain 
liberties as a special favour, and I pray that this 
indulgence may be extended to one who has the 
temerity to invade the ecclesiastical stronghold of the 
North and talk about the Church in the same breath as 
Medicine. Without indulgence in its third sense the 
remission of temporal punishment due to sins, I could 
hardly expect to escape the fate of Dick Turpin, who 
suffered the extreme penalty of the law in this city 
two centuries ago for offences which at that time 
were deemed less heinous than those which I may 
here commit. 

In return for these indulgences it is only equitable 
that I should give you some of my reasons for choosing 
‘** Medicine and the Church ” as a topic suitable for 
this occasion. In the first place, I was instructed that 
my audience would not be entirely medical and that 
my remarks, therefore, should be intelligible to minds 
unattuned to the technical and none too beautiful 
language of my profession. In the second place, I 
was influenced by the belief that, in spite of all that 
has been said and written about spiritual healing in 
recent years, there remain some considerations bearing 
on that and kindred subjects, of interest alike to the 
physician and the priest, which have not received all 
the ventilation, requisite for their health and sanity. 

I was encouraged to carry on with a delicate and 
difficult task by the knowledge that York is not so far 
distant from Leeds that echoes of a recent controversy 
concerning science and religion may not only have 
reached you, but have prepared an atmosphere 
charged with sympathetic interest. 

It is my firm belief that such open discussions, liable 
though they are to become overheated, never fail to 
leave behind in the minds of participators and of their 
audience some impressions which make for the better 
understanding of divergent views. At any rate truth 
never took root in the stagnant soil of silence and 
flourishes only after exposure to the light and heat of 
controversy. 

MEDICINE IN ANTIQUITY. 

The history of medicine is far too big a subject for 
me to do more than touch upon now, but even a 
superficial study of it suffices to reveal its intimate 
associations with the history not only of religions in 
general, but with that of the Christian Church. It 
may be helpful, therefore, to a consideration of the 
relationship of medicine to the Church at the present 
day if I recall to memory the principal features of their 
coéperation and contention in the past. Perhaps the 
earliest example of conflict between the followers of 
the healing art and divine authority is provided in 
mythology by the legend of A¢sculapius, who, it will 
be remembered, not only healed the sick, but brought 
the dead to life. This excess of zeal not unnaturally 
raised the ire of Pluto, King of Hades, who, with 
Charon, was threatened with the prospect of joining 
the ranks of the unemployed. Zeus, on being appealed 
to, slew the tactless physician with a thunderbolt, but 
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the gratitude of mankind was subsequently instru- 
mental in raising the latter to the status of a god, in 
which capacity he has continued to exercise a beneficent 
and fatherly care over the fortunes of our profession. 

To Egypt and to an era 3500 years before Christ 
we have to go back for the earliest indications of the 
art of medicine, which at that time was concerned only 
with treatment. It was practised by men who com- 
bined the offices of priest and physician and who 
regarded the invocation of blessings on their remedies 
as not the least important security for their success. 
They were frankly healers and professed little interest 
in, or knowledge of, the causation of disease. 

The early records of both Indian and Persian 
medicine emphasise their close association with 
religion, and suggest that sickness and recovery 
therefrom were attributable to the influence respec- 
tively of hostile and friendly deities. 


Hippocrates. 

In Greece, however, were laid the real foundations 
of rational medicine, and it was left to Hippocrates, 
a direct descendant of Asculapius, to develop from 
the prevailing methods and doctrines of his day a new 
outlook upon the origin and treatment of disease, 
which has caused him to be regarded as the greatest 
physician of antiquity. No longer content to take the 
path of least resistance in assigning to supernatural 
influences phenomena which appeared difficult’ to 
account for, he formulated a belief which to many 
minds, even at the present day, is sufficiently satis- 
fying: ‘‘ From God comes one disease as well as 
another ; but nothing happens except in conformity 
with Nature.’’ He may, perhaps, be looked upon as 
the pioneer of a doctrine which is perpetuated to-day 
in the shape of a spa practice. To him the conditions 
of health and sickness were determined by seasons, 
climates, waters, and soils, as well as by personal 


habits in such matters as food and exercise. His 
pathological conceptions were not so happy. Four 


humours of the body—blood, phlegm, yellow bile, and 
black bile—were, according to his theory, the primary 
seats of disease, and health varied in relation to 
disturbances in their proper combination and appro- 
priate activities. Not his least claim to fame was his 
attitude of expectancy in regard to treatment. In 
fact his aversion to drastic remedies earned him the 
reproach of letting his patients die by doing nothing to 
keep them alive—a reproach which has lost some of 
its sting with the advance of knowledge ! 

The work of Hippocrates, showing as it did that the 
advance of medicine was based on anatomy, physiology, 
and the scientific investigation of patients, impressed 
its mark on succeeding generations. On the one hand. 
anatomy was studied assiduously and fruitfully, 
especially in the Greek school at Alexandria ; on the 
other hand, physiology became the playground of 
theories, too numerous to refer to, and too fantastic 
to deserve the attention of any but historians. 


Galen. 

And so we come to Galen, born at Pergamus in 
A.D. 131, who was destined to influence the progress or, 
perhaps it would be more correct to say, the stagna- 
tion of medicine for from 12 to 15 centuries. As 
an expositor of the medical knowledge of his time, 
as an anatomist and skilled dissector of the bodies 
of lower animals, and as a practical physician his 
reputation must always stand pre-eminent. As a 
physiologist and pathologist his contributions were 
of less value, and his dogmatism in regard to these 
subjects, fostered by the atmosphere of infallibility 
which pervaded both medicine and the Church for 
so many centuries, was a standing menace to all 
progress during the whole of that time. It must be 
noted, however, that Galen’s doctrine did not come 
into its full power until his writings, having been 
translated into Latin, began to be studied in the West, 
with the result that by the sixth or seventh century 
his name and authority began to dominate medicine 
and thereafter kept it in chains for another thousand 
years, 
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EarRLy RELATIONS OF THE CHURCH AND MEDICINE. 

It is germane to the subject of my address that we 
should pause for a moment to compare the history 
of the Church with that of medicine during that 
period. From the close of the eighth century until 
the Reformation in the sixteenth the Church, including 
all adherents to the Christian faith, was dominated 
by Rome, and the Papal ascendancy was so complete, 
its authority so infallible, that all individual freedom 
of thought was abolished. In these ages there 
developed the immoderate expansion of the religious 
and social omnipotence of Christianity, manifesting 
itself in the temporary subordination of the Church 
to the State, in the suppression of all criticism, and 
in the abundance of monastic orders. 

The stories of medicine and Galen run on somewhat 
parallel lines. From the early Middle Ages the religious 
orders were the custodians of the degenerate know- 
ledge and practice of the healing art inherited from 
the later Roman authors until the curious mixture 
of ancient science with the black art, characteristic 
of monastic medicine, was superseded by the 
Hippocratico-Galenic revival. The latter doctrine 
survived until the medical reformation, which took 
place very little later than that of the Church and 
which is so closely associated with the name of 
Vesalius, the founder of modern anatomy, who was 
condemned by the Inquisition as a sorcerer, and 
with that of William Harvey, the father of modern 
physiology. But those who took part in the reforma- 
tion of medicine were not only exposed to the persecu- 
tion of the Church, but were bitterly opposed by 
the disciples of Galen, and Vesalius himself did not 
escape the hostility of the latter when he published 
his monumental work on human anatomy in 1548, 

The Church during the Middle Ages exerted its 
influence to uphold the Galenic doctrine, which 
presented no inconsistencies with the Christian faith 
and which dogmatically provided an answer to every 
question. Comment was allowed and commentators 
abounded. Criticism, on the other hand, was looked 
upon as a species of heresy and critics shared the fate 
of religious heretics. Research and experiment were 
regarded as closely akin to sorcery and witchcraft. 

But medicine owes the Church a debt of gratitude 
for the performance of at least two valuable functions 
during the dark years of its history. The monastic 
orders were responsible for preserving the ancient 
literature of our profession, which would otherwise 
have been lost, and they were pioneers in the establish- 
ment of hospitals which eventually formed the basis 
of many famous and productive medical schools, 


Ecclesiastical Control of Education and Practice. 


Enough, perhaps, has been said to indicate the 
intimacy which existed between medicine and the 
Church throughout the Middle Ages, but it is worth 
while bearing in mind the control exercised by the 
latter over the former in regard to education and 
practice. To quote Dr. Arnold Chaplin :— 


‘* In early times, before the foundation of the Universities, 
the art of Medicine was largely the province of the Church, 
but in 1131, the Council of Rheims prohibited the regular 
clergy from devoting their attention to physical compositions, 
and after this edict the regular clergy confined themselves 
to prescribing medicines. In 1139, the Council of the 
Lateran prohibited physicians from administering to the 
wants of the body before the spiritual needs of the patient 
had received attention . . In 1422 the first enactment 
concerning the practice of medicine appears upon the statute 
book. ‘ No one shall use the mysterie of fysyk, unless he 
hath studied it in some University and is at least a bachelor 
in the science. The Sheriff shall enquire whether any one 
practice in this country contrary to this regulation; and if 
any one so practice he shall forfeit £40 and be imprisoned.’ 
The Church, however, still continued to exercise some 
authority, for in a statute of 1511 it is stated that ‘ except 
for those graduating in Medicine at Oxford and Cambridge, 
all desiring to practise medicine or surgery in London and 
seven miles around must be approved, after examination, 
by the Bishop of London or the Dean of St. Paul’s with, 
in the case of Physicians, the assistance of four doctors in 
physick, and, in the case of surgeons, of other expert persons 
of that faculty.’ 





A NEw ATTITUDE TOWARDS RESEARCH, 

It is interesting, too, to compare the writings of 
scientific pioneers in the sixteenth and seventeenth 
centuries with those of modern medical writers, 
and to trace the gradual development of a new 
attitude towards research. Thus the secrets of 
Nature came no longer to be regarded as sacred and 
knowable only to the Almighty, when difficulties 
were encountered in the attempt to unravel them 
There arose, on the contrary, a spirit of inquiry 
undeterred by obstacles and no longer trammelled 
by the belief that the search after knowledge was 
incompatible with the Christian faith. Let me quote 
two passages, one from Vesalius and the other from 
Harvey, the latter written about 50 or 60 years after 
the former. 

Vesalius (1514-1564): “The septum of the Ventricles 
abounds on both sides with little pits impressed in it. Of 
these pits, none, so far at least as can be perceived by the 
senses, penetrate through from the right to the left ventricle, 
so that we are driven to wonder at the handiwork of the 
Almighty, by means of which the blood sweats from the 
right into the left ventricle, through passages which escape 
human vision.’”’ 

Harvey (1578-1657): ‘‘ When I first gave my mind to 
vivisections, as a means of discovering the motions and uses 
of the heart, and sought to discover these from actual 
inspection and not from the writings of others, I found the 
task so truly arduous, so full of difficulties, that I was 
almost tempted to think, with Frascatorius, that the motion 
of the heart was only to be comprehended by God. At 
length, and by using greater and daily diligence, having 
frequent recourse to vivisections, employing a variety of 
animals for the purpose, and collecting numerous observa- 
tions, I thought that I had attained the truth.” 

At the time when Harvey was engaged on his life’s 
work, the result of which was to deliver from darkness 
into the light of truth the secret of the circulation 
of the blood, the Church found it desirable to forbid 
the clergy to attempt to cast out devils by fasting 
and prayer, except by special licence from the bishop. 

SEPARATION OF MEDICINE AND THE CHURCH. 

So much for the history of medicine up to the time 
of Harvey. The tercentenary of the publication of 
his ‘‘ De Motu Cordis,’”’ the monograph giving to the 
world his great discovery, is to be celebrated in a 
befitting manner next year. 

Since his time the science of medicine has steadily 
progressed, partly as the result of untiring research 
at the bedside, in the post-mortem”’room, and in 
laboratories, and partly as the result of the rapid 
development of such ancillary sciences as those of 
physiology, anatomy, chemistry, physics. biology, 
and bacteriology. Progress at first was slow, hampered 
by tradition, by prejudice, and by the very human 
mistake of regarding hypotheses as final conclusions 
instead of using them as a basis for research. In the 
last 100 years the wheels of progress have moved 
much more rapidly, and, as I propose to show, our 
conception of medicine as a profession has completely 
altered since the days when the physician-priest of 
Egypt essayed blindly to cure the sick with a mixture 
of blessings and herbs. But before attempting to 
describe the science of medicine as it stands to-day, 
let us survey dispassionately the story of its evolution 
which I have outlined so briefly. The results of that 
survey, whatever be their explanation, are clear and 
incontestable. For more than a thousand years, 
during which the Church shared the practice of medicine 
with physicians, and dominated its methods, during 
which she was at the height of her spiritual power, 
and during which millions of the sick and suffering 
must have passed through her hands, there was no 
material advance in the knowledge of disease, of 
its cure, or of its prevention. Moreover, from the 
records of those centuries in which the Church had 
every facility and every opportunity of proving her 
gifts, there has survived no evidence in support of 
the claim that spiritual healing of organic disease 
is a practical proposition, or that spiritual healing 
differed, either in its essence or its efficacy, from other 
methods based on suggestion and faith, religious; or 
otherwise. 
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On the other hand, the last two or three hundred 
years have witnessed a gradual separation of the 
paths of medicine and of the Church, and synchronous 
with that process the advances of medicine in regard 
to the diagnosis, treatment, and prevention of disease 
have only been equalled by the remarkable progress 
made in other branches of science which threw off 
the fetters of the Church about the time of the 
Reformation. 


PRESENT CLAIMS OF THE MEDICAL PROFESSION. 

And now let me embark on a difficult task, one 
which calls for performance, and one which is a 
necessary and pertinent adjunct to what has preceded 
it and to what is to follow it in my address to-day. 
It is my purpose to answer as briefly and yet as 
truthfully as I can, the questions: What is the 
position, and what are the claims of the medical 
profession to-day ? 

Looking back, it is undeniable that during more 
than 5000 years the claim of those who practised 
medicine was to cure their patients of disease. It 
was not only their claim ; it was what they were paid 
for and what was expected of them, although it must 
be admitted the claim has, as often as not, failed to be 
substantiated. But in the course of the last century 
or two we have gradually realised that no claim of that 
kind can be maintained by us until we have mastered 
the elements of knowledge regarding the causation and 
recognition of disease. Our conception of diseases has 
altered. They are no longer evil spirits to be exorcised ; 
they are no longer distinct entities, and they hardly 
deserve, except for convenience sake, the honour of a 
name. An illness is the outward manifestation of a 
battle taking place between man and one or more of 
his enemies, the adequate study of which entails a 
knowledge of the patient, his heredity, his past and 
present environment, his reactions, and powers of 
attack and resistance, as well as a close acquaintance 
with the properties and natural history of the enemy. 
We recognise that, although we have learned much 
about these combatants, our knowledge is. still 
elementary, full of gaps, and oft«n inapplicable as a 
factor in deciding the issue of the ccnflict. 

What is our position then ? We place what know- 
ledge we possess at the disposal of our patient, we are 
ready to advise to the best of our ability in regard to 
the disposition and conservation of his forces, we will 
bring to his aid any auxiliary troops on which we have 
reason to depend, and we will supervise and regulate 
the tactics employed ; but we make no claim to cure, 
either during the heat of battle or after victory has 
been won, should that be the result. 

It is inevitable. and perhaps fortunate, that in 
spite of this modest standpoint, we are not infrequently 
credited with a success to which we have contributed 
little. It is inevitable, too, that our contributions to 
a success are often valued in inverse proportion to their 
real worth. 

On the other hand, we, and we only, are ina position 
to measure the part played by various factors leading 
to success or failure in any case of illness under our 
care, a task often of extreme difficulty to the most 
learned and experienced of physicians, and quite 
impossible to the patient or his untrained relatives 
and friends. While we make no claim to a “* gift of 
healing,’ it is not always beyond our powers to 
appraise correctly the relative value of contributions 
made by nature, by drugs, or by suggestion towards a 
favourable result. 

PREVENTION. 

An account of the position of the medical profession 
to-day would be incomplete without a brief reference 
to what is known as its preventive side. With our 
increasing knowledge of the causes of illness, and our 
recognition of the possibility that there may be 
diseases concerning which complete understanding is 
attainable, and which may yet remain unamenable to 
any form of treatment, it is not unnatural that our 
interest has turned, and tends every day to turn more, 
towards the question of their prevention. Preventive 
medicine is still in its infancy, but as it matures it 





must inevitably call for intelligent, educated coépera- 
tion from the public, the State, and the Church. 

The scope of our professional activity has extended, 
during the period laid under review, from an art 
concerned with healing to a science devoted in the 
first place to revealing the secrets of health and 
disease, and in the second place to utilising the 
knowledge thus gained for the relief of suffering, 
physical and mental. 


PSYCHOLOGICAL MEDICINE. 

Mental suffering is the subject which must next 
engage our attention, and I propose to use the term 
in its widest sense. The scientific study of mental 
processes and, in particular, the study of the brain 
as the organ of mind, lagged behind that of other 
parts of the body for a long time, but of recent 
years has so quickened its footsteps that the man in 
the street has not only failed to keep his place with it, 
but has had many a stumble in his efforts to do so. 
This is not the time or place to introduce or discuss 
abstruse psychological problems, and I shall be content 
to direct your notice to some aspects of psychology, 
psychopathology, and psychotherapy which specially 
concern us to-day. 

It has been customary to describe disease as being 
either * organic’ or “ functional” in origin. The 
use of the adjective ‘ organic’ indicates that the 
disease is associated with some physical alteration of 
tissues which we are able to detect. The use of the 
adjective *‘ functional” indicates that the disease or 
disorder described is attributed to a disturbance in 
the function of an organ without a physical change of 
structure such as we are able to detect. It is clear 
that these two varieties of disease may be closely 
associated in many ways. For instance, a disorder of 
function in an organ may be the result of a physical or 
organic disease. On the other hand, there may be 
organic disease without obvious disorder of function. 
Again, an organic affection of one organ may lead to 
a functional disturbance in another, or a disturbance 
of function in one part of the body may manifest 
itself by disorder of function in another. 


Forms of Mental Disorder. 

What has modern psychological medicine taught us 
in regard to the practical application of these truths ? 

1. There is a large group of mental disorders associated 
frequently with disturbances of health in the form of pain, 
insomnia, mental and physical fatigue, disorders of digestion, 
circulation, &c., and sometimes with grave disabilities such 
as paralysis, deafness, dumbness, blindness, and other 
apparently serious symptoms. The characteristics of this 
group may be briefly summarised: (a) Expert knowledge 
is required to distinguish them from diseases of organic 
origin with similar symptoms. (/) The primary cause of the 
disorder lies in the mind, and if the mind is relieved all other 
symptoms and disabilities disappear. (c) They are amenable 
to treatment by suggestion, some kind of faith, in God 
or man, being a necessary prelude to success. (d) They 
provide the large bulk of miraculous cures. 

2. Another group comprises mental disorders which are 
commonly called the insanities and, although not necessarily 
permanent, are practically uninfluenced by suggestion, faith, 
spiritual healing, or any form of psychotherapy. 

3. A third group includes all cases in which disorders of 
mind, as manifested by changes in character, personality, 
and conduct, are associated with, and the result of, structural 
changes in the brain itself. Unless the structure of the brain 
can be restored to health, the mental disorders cannot be 
relieved. Here again suggestion, faith, or any form of 
psychotherapy is useless. 

4. In the last group we find a somewhat heterogeneous 
collection of mental disorders, of varying degrees of severity, 
of which the prime cause is to be found, not in the brain 
itself, but in some distant organ. Once more, the mind can 
only regain its health if the source of its ill-health can be 
detected and dealt with. 


It is hardly necessary to point out that the task of 
allocating a particular patient to his appropriate 
group—and this is the first essential of successful 


treatment—is one which may well baffle the expe- 
rienced physician, even when he is able to call upon 
colleagues who are experts in chemistry, bacteriology, 
or radiology, for their skilled assistance. 
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Before going further let me bring forward two facts 
well recognised by those who have to do with mental 
disorders, the significance of which cannot be over- 
looked when we consider the relationship of mind and 
matter. 

An epidemic disease which has been prevalent 
during the last ten years and which has claimed 
thousands of the population as its victims, is essentially 
an inflammation of the brain resulting from the 
invasion of that organ by some form of microbe. As 
the result of this disease many patients have been 
paralysed or otherwise disabled. On the other hand, 
there are many who have escaped physical disabilities, 
but have been left entirely altered in personality. 
Some have lost all moral sense and yet retained a 
considerable degree of intelligence. In other words, a 
change in the structure of the brain matter has been 
definitely associated with an alteration in character. 
In such cases all attempts to restore a moral sense 
by means of education, training, or suggestion have 
generally proved useless. 

Secondly, there is a common form of temporary 
mental disorder, of which one of the features may be 
a complete loss of religious faith. This disorder 
overtakes the faithful as well as the faithless, and it is 
remarkable that no amount of suggestion, persuasion, 
or spiritual healing avails to restore faith in God, or 
comfort in prayer, until health returns. 

ATTITUDE OF THE CHURCH TOWARDS SPIRITUAL 
HEALING. 

Enough has been said to indicate some of the 
obstacles which beset the path of anyone who 
ventures into the field of psychological medicine 
unequipped with such scientific knowledge as can 
only be acquired by years of specialised study and 
experience. 

Let me now examine the present attitude of the 
Church towards spiritual healing. The claim to a 
gift of healing on the part of the clergy was based 
to a large extent, I understand, on the following 
poamnge from the Epistle of St. James :— 

‘Is any sick among you? Let him call for the Elders of 
the Church; and let them pray over him, anointing him with 
oil in the name of the Lord: and the prayer of faith shall save 
the sick, and the Lord shall raise him up: and if he have 
committed sins they shall be forgiven him.’’ 

Taken literally, these words can be held to support 
the claim to a gift of healing, especially if the proviso 
is added that the patient must be duly imbued with 
faith. But is it possible to take the claim seriously 
when we see the amount of sickness and suffering 
which surrounds us on all sides? Surely, human 
nature being what it is, there would be no lack of 
faith if experience had shown that an elder of the 
Church, in alliance with faith and prayer, would 
suffice to nip all pain and suffering in the bud. We 
have only to recall to our minds the innumerable 
healers who have appeared from time to time in 
various countries, who have only had to proclaim 
the possession of a gift of healing, divine or other- 
wise, who have apparently cured all sorts of diseases, 
and who have inspired supreme faith in thousands 
of their clients. Faith, even if it is defined as the 
ability to believe that which there is no reason to 
think is true, is one of the commonest attributes 
of the human mind and, together with the almost 
universal fear of pain and sickness, forms an ideal 


and abundant soil for the work of the spiritual 
healer. 
But I conclude that the weight of authority in 


the Church is now against the claim to heal ** organic ”’ 
disease. Thus the Committee of the Ministry of 
Healing appointed by the Archbishop of Canterbury 
in 1920, say :— 

‘*“Our Committee has so far found no evidence of any 
case of healing which cannot be paralleled by similar cures 
wrought by psychotherapy without religion, and by instances 


of spontaneous healing which often occur in the gravest cases 
in ordinary medical practice.” 





A committee more recently appointed by the 
Grand Assembly of the United Free Church of 


Scotland appears to take much the same views if 
one may judge from the following extract from its 
report : — 

‘It is claimed by many that God, in his grace not only 
does (both in organic and functional diseases) what neither 
medicine nor suggestion can do, but also that by faith and 
prayer His people may link themselves with Him in working 
the miraculous . is no believer in 
coéperation between spiritual healers and medical practi- 
tioners. Sickness is in all cases, he holds, due to spiritual 
causes, and thus amenable to spiritual treatment. Accord- 
ingly, he argues that a child brought up on a foundation 
of spiritual truth and watched by guardians walking by 
faith, till he is able to walk by himself, will be saved from the 
harvest of children’s complaints like measles, whooping- 
cough, so commonly deemed inevitable. And if the question 
be asked by what methods this power and love are brought 
to bear on sufferers, his answer is by the Holy C ommunion. 
Teaching of this nature,” say the Committee, “ is to be 
deplored. But the pity is that there is so much of it.” 


The claim to heal organic disease by 
means does not receive much support, therefore, 
from either committee, but later in the Scottish 
report appears the sentence: ‘‘ The chief sphere of 
the physician’s work is the body, of the minister’s 
the soul.”’ 

No reference is there made to the mind, if it is 
assumed, as it generally is, that the mind and the 
soul are not synonymous terms. But I hope that 
I have made out a case for the mind sufficiently 
strong to prevent its falling between two stools 
There can be little doubt that more than half the 
ills to which man is prone originate in disturbances 
of the mind. There can be no doubt that they are 
more difficult to recognise, to classify, and to treat 
than those of purely bodily origin, and that the 
dangers attached to unskilled practice in that depart- 
ment of medicine are at least equal to those associated 
with ignorant interference in any other. A smattering 
of modern psychology unbacked by any knowledge 
of general medicine constitutes no valid certificate 
of fitness to solve the problems presented by the 
vagaries and disorders of the human brain. 

The last sentence of the Committee of the United 
Free Church should not be left unquoted :— 

* But on no conditions can the Ministry forget that they 
have a charge to keep with the soul of the sick, and that in 
the hour of need, the Physician of the soul is as timely a 
friend as the Physician of the body.” 


spiritual 


With that sentiment I am in entire sympathy. 


FAITH. 

There remains but one other aspect of my subject 
to which I feel compelled to refer although with a 
sense of diffidence which it is not so easy to betray 
as to express. It concerns ** faith,’ a word in constant 
use throughout religious history. The meaning and 
origin of faith have been the subject of theological 
controversies for centuries and will, I think, arrest 
the interest of psychologists for many years to come. 
‘** Faith,” says the writer of the Epistle to the Hebrews, 
‘is the substance of things hoped for, the evidence 
of things not seen.”’ 

This definition, the best I have met with, is not 
lacking in beauty and simplicity of language or of 
conception, and it has the advantage of offering to 
us a meaning applicable alike to faith in God and 
faith in man. It is comprehensible to most people 
because there can be few of us who have not at 
some time or another experienced the feeling which 
these words so aptly describe in relation to some other 
human being. There must be a large number of us 
who entertain or have entertained the same kind of 
sentiment towards our particular conception of the 
Almighty Deity, whether it be that of the man of 
science or that of the church-goer. 

At the same time experience must convince all 
seekers after truth that the capacity for faith varies 
in different individuals and, indeed, may be entirely 
wanting in some. A little thought, too, must satisfy 
us that faith in God, at any rate, is not a congenital 
but an acquired attribute of the human mind, one 
which, like most other attributes, is favoured or dis- 
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favoured by such factors as heredity, education, and 
environment. The view of certain theologians that 
it is the ‘‘ persuasion of Christian truth wrought in the 
heart by the Holy Spirit” is not one which will 
readily satisfy the scientist with a leaning towards 
psychology. The latter may be tempted to compare 
faith with a sense of music, a sense of colour, or a 
sense of humour, other mental attributes with the 
same variations in hereditary potentiality and in 
developmental capacity. 

But however divergent may be the opinion of the 
scientist and the theologian on this subject, the 
former cannot fail to recognise the reality of faith 
and the immense power for good and happiness 
which it exercises in the lives of a large proportion 
of the community. 

I seem to have wandered away from my subject 
and to have risked an excursion on to very dangerous 
ground without justification, but this is not altogether 
the case. What I have said in regard to faith does 
concern what has gone before. It is incumbent on 
me that I should answer one inevitable question : 
If spiritual healing can produce cures comparable 
to those of medicine and comparable to those of 
quacks in cases of “ functional’ disorder, why 
should the clergy not undertake that task? My 
reply to them would be: You will find a propor- 
tion of cases without faith, or without sufficient 
faith, in God, who will not respond to your ministra- 
tions. And, further, you will have some cures to 
your credit which are not the result of spiritual 
healing but due to a faith which you have aroused, 
not in God, but in your own person; and you will 
not always find it easy to allot the credit to its proper 
source. 

CONCLUSION, 

I am conscious that time, not desire, prevented me, 
while outlining the parallel history of medicine and 
the Church, from doing justice to the magnificent 
work the latter has done in the past not only in 
regard to its own vocation, but in the promotion of 
art and literature. I am aware, too, that I omitted 


to record many instances of generous patronage 
bestowed by the Medizwval Church on individual 
scientists. 


As far as I can see, there can be no cause for 
antagonism between medicine and the Church, and 
if I have made the one bone of contention which 
lies between them the subject of my address I 
have done so in the hope of fanning the fire which, 
sooner or later, will certainly reduce that bone to 
ashes. 

Let me assert, without fear of contradiction, that 
there can be no rivalry between the two professions 
and that medicine has no fear of the Church as a rival 
competitor. Any fears I may entertain are for the 
Church who, if she listened to some of her disciples, 
might find herself in competition, not with medicine, 
but with quacks and charlatans. 

I have taken the courage of my profession in my 
two hands to-day and have declared that we make 
no claim to cure disease. I look forward to the 
day when the Church will have the courage to say 
that she makes no claim to spiritual healing. She 
will never lack the means or the scope for ministering 
to the sick and sorrowful, and from time to time she 
will wipe the eye of medicine. 

But for the sake of those who suffer from disease, 
whether of body or mind, let the Church’s share in 
alleviation be summed up in the seven words: 
‘“* I was sick, and ye visited me.” 


{Sir Farquhar Buzzard’s address was illustrated by 
slides presenting the portraits of six leaders of medicine 
whose work exemplified in particular great stages in 
scientific progress. These were Servetus, Vesalius, 
Harvey, John Hunter, Charles Bell, and Hughlings 
Jackson. Of the last he said :} 

And now I must remind you of York’s greatest 
contribution to the science of medicine, of a man 
whom posterity will honour as the father of neurology. 
I refer to John Hughlings Jackson, who was born at 








Green Hammerton, only a few miles from here, on 
April 4th, 1835, and who studied medicine first in 
this city and later at St. Bartholomew’s Hospital, 
returning here as house surgeon to the dispensary. 
After three years he migrated again to London, where 
for the rest of his life he was intimately associated 
with the London Hospital in Whitechapel and the 
National Hospital in Queen-square. 

My claim to remind you of Hughlings Jackson is 
based on sound foundations, on memories more 
intimate perhaps than those of anyone else now 
living. His short and barren married life ended with 
the death of his wife in 1876. Thereafter for five and 
twenty years he was a constant, almost daily visitor 
to my father’s house, and among my earliest recollec- 
tions are those of this quiet, restless spirit appearing 
unannounced at any time of day and disappearing 
without ceremony ten minutes later. His life was a 
lonely one, and these visits, with less frequent ones 
of a similar character to one or two other houses, 
constituted almost his only social activities. He 
abhorred all public and social functions. He would 
generally come at lunch time, having lunched already, 
take a chair, contribute a few pertinent and drily 
humorous remarks to the conversation, mutter some- 
thing about a mythical engagement, and vanish. 
Occasionally he would invite one or other of us to 
drive with him, but we had to be ready in two minutes 
if we accepted the suggestion. If we had ever treated 
him as a formal guest, made any effort to prolong 
his stay, or even got up and seen him out of the 
house, we should have risked frightening him away 
altogether. 

Later 1 became his clinical clerk, house physician, 
and, finally, colleague at Queen-square. What a 
difficult man to describe even with all these oppor- 
tunities of knowing him! Gifted with almost feminine 
tact and sympathetic tenderness he was never known 
to say an unkind word of anyone. Diffident about 
his own achievements, he was scrupulous to an 
almost quixotic degree in giving honour where honour 
was due. It was impossible for anyone who knew 
him to associate him with any thought or action 
lacking in bigness, truth, or generosity. And with all 
this no trace of priggishness or false piety. On the 
contrary, perfect manliness of demeanour combined 
with an abundant sense of dry humour. 

On the intellectual side I have no hesitation in 
describing him as the finest and most stimulating 
brain with which I have ever come in contact, and 
that is the almost universal judgment of those who 
shared, however humbly, in his work. His powers 
of accurate observation and meticulous attention to 
detail were only equalled by his uncanny genius for 
deduction and generalisation. Asa result he arrived 
at truths in advance both of his contemporaries 
and of his followers, and established himself for 
all time as the father of modern neurology and 
perhaps as the favourite uncle of psychology and 
physiology. 

The name of Hughlings Jackson is remembered 
and revered all over the scientific world. Should it 
not also be revered and remembered in York, his 
native city, the city he loved and visited almost 
every year of his long life ? His fame is of the kind 
which not only endures but grows as time passes on, 
and in less than eight years we shall, in London, be 
celebrating the centenary of his birth. In Queen- 
square we have a statue worthy of him. Is it too 
much to hope that, by 1935, York, too, may possess 
some fitting tribute to the memory of one of her 
greatest sons ? 


Stock ExcHaNGe Herre To Hosprrais.—The 
governing body of St. Mary’s Hospital, Plaistow, E., has 
refused to accept money from the “ Help Yourself 
Society ’’ scheme of the Stock Exchange Dramatic and 
Operatic Society on the ground that to do so would be to 
encourage gambling. Last year the society distributed 


more than £42,000 among over 100 hospitals, and it is 
expected 
year, 


that a much larger sum will be raised this 





1008 Tue Lancet,] MR. L. COLLEDGE: 


LARYNGECTOMY IN CANCER OF LARYNX. [Nov. 12, 1927 








THE PRESENT POSITION OF 
LARYNGECTOMY FOR CANCER OF 
THE LARYNX." 


By LIONEL COLLEDGE, M.B.Came., 
F.R.C.S. ENG., 
SURGEON TO THE EAR AND THROAT DEPARTMENT, ST. GEORGE'S 
HOSPITAL, LONDON. 


LARYNGECTOMY has been widely practised and 
much discussed in recent years. It has been per- 
formed frequently in totally unsuitable cases and 
has been attended by a high mortality in the hands 
of many, and in the hands of a few under certain 
conditions it has been made a safe operation. It 
seems, therefore, a good time to take stock of the 
position which laryngectomy holds in relation to 
cancer in and around the larynx, being an operation 
at first sight so hazardous and severe as to be scarcely 
justifiable. 

Laryngectomy has been used for extrinsic cancer 
of the larynx, has been combined with partial excision 
of the pharynx to the post-cricoid carcinoma of 
women, and has been applied to growths arising in the 
fossa pyriformis. At the present time, however, its 
use is almost limited to cases of intrinsic cancer too 
advanced for any conservative operation—that is, 
laryngo-fissure or partial excision. In such cases 
the pharynx is not invaded, and only so much of it 
need be removed as is necessary anatomically to 
excise the larynx; its closure presents no serious 
difficulty, and there is usually no need for any plastic 
operation nor the use of skin-flaps. Many lasting 
cures can be claimed. Such cases of advanced 
intrinsic cancer include the following types : 

(a) Where the disease has extended at all widely 
to the subglottic region. There is a high percentage 
of recurrence after laryngo-fissure in this condition, 
owing to the difficulty of elevating the mueous 
membrane below the lower edge of the thyroid 
cartilage, and the ease with which the disease spreads 
through the crico-thyroid membrane and crosses the 
middle line. 

(b) Where the disease crosses the anterior com- 
missure and invades both vocal cords. 

(c) Where one or both vocal cords are fixed and 
there is extension to the arytenoid region. Although 
fixation of one cord does not necessarily contra- 
indicate laryngo-fissure, yet such cases show a large 
percentage of failures, and the question whether this 
operation or a partial or total excision of the larynx 
is the appropriate operation must be considered in 
each individual case. Hemilaryngectomy, or some 
modification of it, will result in a better voice and 
less social disability, but a permanent tracheotomy 
may be necessary afterwards in spite of the attempt 
to preserve an airway through the larynx, and there 
is a greater risk of recurrence. 

(d) Where both vocal cords, the ventricular bands, 
and the subglottic region are attacked, and the larynx 
is choked with growth, no doubt can arise that 
laryngectomy is the proper operation. 





(e) Where the disease has recurred after laryngo- 
fissure, though occasionally a second fissure or partial 
excision may succeed, laryngectomy should generally 
be preferred to a lesser operation. I have done this 
seven times on patients who had previously undergone 
laryngo-fissure. Of these four died within a year 
from another recurrence, one died from heart disease 
clinically free from any sign of cancer, and two only 
remain well six years and three years respectively 
since the laryngectomy. Recurrence after a laryngo- 
fissure, therefore, is not so hopeless as has been 
thought, | but the outlook is clearly not very 
encouraging. 


* Excerpt from tie Semon Lecture delivered under the 
auspices of the University of London in the Barnes Hall of the 
toyal Society of Medicine on Noy. 3rd. 





There are certain other considerations, of which 
the recognition has influenced the results of operation 
beneficially. The decision whether laryngo-fissure, 
laryngectomy, or some intermediate procedure is the 
appropriate operation for the case is of the utmost 
importance. This decision should be made_ before 
any operation is begun, and not left to an exploratory 
investigation, because laryngectomy, preceded by 
thyrotomy, is a longer and more complicated operation 
than a deliberately planned laryngectomy. If any 
doubt exists it will generally be found that laryn- 
gectomy is required, but each surgeon will be swayed 
by his own views and experience, one inclined to save 
the larynx wherever possible, another determined 
to place the risk of recurrence beyond every other 
consideration. 

Of this latter school Dr. John Edmund Mackenty 
is a prominent exponent, and records that of 33 
consecutive operations 31 were laryngectomies and 
only two laryngo-fissures. Later he records 22 
thyrotomies, as against 102 total laryngectomies. In 
reference to the earlier series he writes as follows: 
‘“* Here I might digress and say a word on some 
amazing statistics of cures by thyrotomy, and even by 
excision under suspension. Is it possible that the 
general profession in the regions from which these 
statistics emanate is more enlightened and more 
alert in the detection of laryngeal cancer than we are 
in New York and its environs?’’ The answer to 
this ingenuous question is: ‘‘ Why, yes, certainly.” 
Each case must be decided on its merits, and it is 
evident that Dr. Mackenty sees a large proportion of 
cases in an advanced stage, since he has only obtained 
66 per cent. of cures after laryngectomy for intrinsic 
cancer, as against 80 per cent. after thyrofissure in the 
practice of Sir StClair Thomson. Here, especially, 
as the late Sir Felix Semon quoted in this connexion, 
it is necessary ‘“‘to make the punishment fit the 
crime.’ If the appropriate operation is selected, 
recurrence after thyrotomy should be extremely 
uncommon, but no larynx should be sacrificed 
unnecessarily. On the other hand, the surgeon 
should not allow himself to be forced into operating 
on an unsuitable case on the plea that the disease is 
invariably fatal. 

The general condition of the patient is of the utmost 
importance, and may be a contra-indication in a 
case otherwise suitable for operation. In this con- 
nexion it must be remembered that in elderly people 
the growth may be present for a long time before 
ultimately destroying life. In a case observed by 
myself, the patient, who declined any form of opera- 
tion whatever, survived four years from the time 
that the growth was first recognised. 

The most remarkable case is Gleitmann’s, ultimately 
recorded by Harmon Smith. A man of 33 came 
under observation with cancer of the larynx, proved 
histologically. The larynx was successfully removed 
13 years later by Dr. Brewer. 

Age in itself is no contra-indication. A medical man, 
aged 73, passed through the convalescence without 
any complication or even rise of temperature, and 
returned to carry on his practice until his death, 
some months later, from an unexpected recurrence 
of the disease at the root of the neck. Generally, 
however, it is natural that the younger the patient 
the better are the effects of the operation supported. 
Three patients between 40 and 50 caused very little 
anxiety. Those of spare build, with long, thin necks, 
are better subjects than fat people with thick, short 
necks, and those addicted to alcohol are invariably 
in a poorer position to withstand any severe operation, 
but particularly a laryngectomy. 

Prolonged dyspnoea appears to exercise a pernicious 
effect on the general nutrition, and to cause wasting. 
Such patients withstand the effects of the operation 
very badly. <A _ thin, wasted man of 56, who 
had increasing dyspnoea, which would soon have 
rendered a tracheotomy essential to life, succumbed 
to sloughing and septicemia in a week, although 
he was edentulous and in other respects a suitable 
subject. 
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RATE OF MOVEMENT IN POST- 
ENCEPHALITIC PARKINSONISM. 
By ARTHUR J. HALL, M.D. Camp., 
F.R.C.P. Lonp., 


PROFESSOR OF MEDICINE, SHEFFIELD UNIVERSITY ; 
SHEFFIELD ROYAL HOSPITAL. 


(From the Department of Medicine, Sheffield University.) 


PHYSICIAN, 


TuHIs paper records an attempt to obtain some 
information as to the slowness of movement in 
Parkinsonians by means of direct measurements of 
the rate at which a definite group of movements 
can be repeated during a definite period of time. 

For this purpose I selected side-to-side movements 
of the arm over a distance of 18 in., with an obstacle 
4} in. high midway between the two points. This 
test is simple and easy to carry out and to measure, 
and can be done whilst sitting, so that even advanced 
cases can be examined. The apparatus (Fig. 1) 
consists of an oblong board (3 1 ft.), in the centre 
of which is a vertical board 4} in. high, fixed at right 
angles to the long axis of the base. On each side 
of this is a make-and-break key, consisting of two 
flat, rectangular 
pieces of ebonite 


FIG. 
the upper 
8 4 in., the 
lower 38 6 in. 


The two keys 
are 1S in. apart, 
from centre to 
centre. They 
are hinged at 
the end away 
fromthe patient, 
whilst they are 
separated in 
the centre by 
a light spring, 
so that the 
ends nearest the 
patient are 
about an inch 
apart. The 





These numbers were taken as the normal for the 
corresponding arm, and the rate in each limb is 
expressed as a percentage of this. In left-handed 
persons these standards were found to be reversed. 
In order to compare the degree of slowness in 
different cases, four groups have been made according 
to the number of double strokes per minute, expressed 
as a percentage of the normal standard for the 
corresponding arm and sex : 
Group A.—Rates between 75 per cent. and normal 
i.e., at least a three-quarter rate. 
Group B. 
of normal. 
Group rw 
Group D. 


Rates between 50 per cent. and 75 per cent. 


Rates between 25 per cent. and 50 per cent. 
Rates below 25 per cent, 
General Results. 
Seventy-three Parkinsonians have been tested in 
this way. When grouped according to their quicker 
arm, they are distributed as follows :— 


48 males. 25 females. 


Group A .. we -»« WMNleoc 8% il rao 
ee B .. —- ae 44% 5°° 
io MP ee 4 —» 48%) 24% | sac 
a Net Ne 7. omy 48 2407 4 48% 


Only one showed a rate of movement which 
reached the normal average (in one arm only). Not 
more than half 
1. a dozen reached 
a rate equal to 
the minimum 
normal with 
either arm. 

As these tests 
were not begun 
until Novem- 
ber, 1925, and 
most of the 
cases tested had 
their acute 
attack of ence- 
phalitis in the 
spring of 1924, 
most of them 
cannot be 
looked upon as 
early cases. 


In some, how- 





slightest down- 


ward pressure 
on the upper 
piece breaks 


a circuit connected with terminals on the key. 
This remains broken until all pressure is removed 
from the upper piece. The terminals are con- 
nected with a Mackenzie polygraph recording 
apparatus and an electric signal. The board is 
clamped firmly along the edge of a table of con- 
venient height, and the patient sits facing the 
apparatus on an adjustable stool. The end of the 
upright board should be exactly opposite the middle 
of his sternum. The right arm is always tested 
first. The action measured is not a single move- 
ment from one key to another, but a double to-and-fro 
movement from one side to the other and back again. 
The rate in most Parkinsonians can be easily 
counted without the recording apparatus by listening 
to the alternate sounds of the keys, and timing by 
a watch. Before beginning the test, the patient 
is fully informed as to what is wanted of him— 
namely, that he should keep moving the hand from 
key to key as quickly as he can for a whole minute. 
Except that he is told when to start and when to 
stop, nothing is said during the investigation. This 
is important, as any kind of suggestive stimulus 
may cause considerable change in the rate. 
Standard figures for this apparatus were obtained 
from 23 males and 48 females—all healthy persons 
between the ages of 19 and 40. The results were :— 


Average Number of Double Strokes in One Minute. 
Right arm. Left arm. 

Males oe o* «« mee 115 

Females .. oe a a. san eee 100 
(i.e., in each sex a difference of 8 per cent. between the two arms). 


The measuring apparatus complete with recording instrument attached, 


— ever, Parkin- 
sonism had only 
shown itself for 
a short time 

and there was no subjective complaint of slowness, 
vet when tested they were found to be definitely 
below the normal standard of rate of movement 
in both arms. Moreover, when slight stiffness and 
slowness was complained of in one arm only. the 
other arm was (with one exception) found to be slow 
as well. 

There exists, therefore, a general slowness of 
movement, and one more widely spread than the 
particular slowness in one limb which the patient 
notices himself, and for which he seeks advice. One 
very active business man, who had improved remark- 
ably after taking belladonna, was quite indignant 
when asked if he was any slower in his movements 
than before, and yet he only reached a rate of 80 per 
cent. with the right arm and 87 per cent. with the 
left. 

This general slowness is also shown by comparing 
the average difference between the two arms in 
Parkinsonians with that of our normal standards. 
In 23 normal men and 48 normal women the average 
proportion of right arm to left is as 100 to 92 in 
each sex. In 48 Parkinsonian men it is 100 to 84; 
in 25 Parkinsonian women 100 to 86. There is 
never any extreme difference. In no case does cne 
arm come into Group A, the other into Group D. 
Although in the earliest stages one arm may show 
definite slowness whilst the other remains normal. 
yet, so far as these records go, this is not usual at 
the stage at which patients come under observa- 
tion, and it would seem that a generalised slowness 
of movement appears very early. 
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Flagging. 

There is a general impression that a Parkinsonian 
tires quickly, and that he is unable to keep up any 
voluntary muscular effort for more than a short 
time. In order to test this, a number of normals 
and of Parkinsonians have been examined, and their 
respective rates of movements estimated in each 
successive quarter of a one-minute test ‘‘ as quick 
as you can.” Figs. 2 and 3 (solid lines) show the 
normal averages for each arm obtained from healthy 
young adults (16 males and 41 females), chiefly 
students and hospital nurses. In these charts the 
average number of strokes made in the first quarter- 
minute of each corresponding series of tests, whatever 
it may be, is always called 100, and the average 
in each succeeding quarter-minute expressed as a 
percentage of that. The amount of flagging varies, 
but in no case exceeds 10 per cent. in the normals. 

Parkinsonians, in Groups A, B, and C, show 
practically no more tendency to “ flagging ’’ than do 
normal persons (Figs. 2 and 3). Their rate is slower, 
but they keep it up well fora whole minute. Marked 
flagging does not appear until a serious amount of 
slowness is present (less than quarter rate). Thus, 
in Group D, in both sexes and in both arms, it is 
present in an extreme form, whilst in females (left) 
it is present to a lesser extent even at rather higher 
rates (Fig. 3). These results are somewhat un- 
expected, and may help to explain some of the 
anomalies which have been noted by others. 

Measurements of the polygraph records show that 
only a very small proportion of this flagging is due to 
increased delay in starting; it is chiefly in the act 
of movement. 

Progress of Slowness. 

By this method of testing it is possible to measure 
the progress of a case, at any rate for this particular 
feature. We have records in several cases extending 
over more than 18 months. They may be divided 
into two groups :— 

(a) Those that have increased in slowness steadily 
and progressively, of which the following case is an 
illustration :— 

Female, 


aged 17. Primary attack May, 1924. 


Rate of movement— 





Right arm. Left arm. 


Nov. 2nd, 1925 .. 48 per cent. 45 per cent. 
March 17th, 1926 .. 20 me scan ae o 
May 12th, 1926. 16 nt 5 ca Ae 

Oct. 13th, 1926 sa 17 os corm, 

March 2nd, 1927 12 i i> a 


In this case belladonna had no beneticial effect. 


Fig. 2. 
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Flagging (males). In Figs. 2 and 3 the columns I., II., III., IV. 
represent the four consecutive quarters of one minute. The 
number of strokes in the first quarter minute, whatever its 
actual amount in each group, is called 100, and the rates in 
succeeding quarters is calculated to this percentage. 





(b) Those that have remained at about the same 
level since first examined, as in the following case :— 


Male, aged 24. Primary attack March, 1924. 
Rate of movement— 





Right arm. 
Nov. 13th, 1925 .. 50 per cent, 
April 28th, 1926 .. 48 me 


Left arm. 
34 per cent. 
42 o 


July 14th, 1926 46 ae sicu 
Oct. 20th, 1926 39 oe TT a 
Feb. 23rd, 1927 47 9 ‘és 42 


Some of this group will be referred to later in 
discussing the effect of drugs. In one case, even 























Fig. 3. 
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Flagging (females). 
after nine years’ duration of Parkinsonism, the rate 


is still 57 per cent. right, 63 per cent. left. 
The Effect of Belladonna on the Rate of Movement in 
Parkinsonians. 

Improvement, which may for a time be surprising, 
sometimes follows the administration of belladonna. 
In many cases, however, the effect is but slight, and 
in others it is nil. 

Fig. 4 shows the most striking effects in my cases. 
It will be seen from the chart: (a) that belladonna 
can produce a definite increase in the rate of move- 
ment; (b) that such increase is at most about 25 per 
cent. of the normal rate, usually considerably less; 
(c) that it is usually very similar on the two sides, 
whatever may have been the previous rates and 
however widely they may have differed in the two 


arms. In all the cases recorded there was only one 
exception. In this man the right arm increased 
only by 4 per cent., whilst the left increased by 


29 per cent. There is some uncertainty about the 
figures in this case, and if correct, it is quite exceptional. 
The time during which the drug has been taken 
varied from one week to 16. Any effect usually occurs 
within a week, and our records unfortunately show 
that the improvement does not increase as the weeks 
go on, although the rate may remain at the higher 
level for many months under the influence of the drug. 


Effects of (a) Physical Exercises, and (b) Hyoscine H ydro- 
bromide on Rate of Movement in Parkinsonians. 
Four men in whom Parkinsonism followed an 

attack of encephalitis in the spring of 1924, and who, 

for various reasons, had become inmates of the South 
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Yorkshire Mental Hospital, were tested for rate of 
movement on Nov. 15th, 1926, before any definite 
treatment was adopted (Fig. 5, columns I.). A week 
later, on Nov. 22nd, daily physical exercise, together 
with marching, was commenced. After about three 
months they were tested again, and all showed a 
diminution of rate in each arm, varying from 14 per 
cent. to less than 1 per cent. (Fig. 5, columns II.). 
This was thought to be the natural progress of events. 
The physical exercises were continued and two 
months later daily hypodermic injections of hyoscine 
hydrobromide, gr. 1/100, were given in addition. On 
August 21st, 1927, about 14 weeks after the hyoscine 
treatment was begun, they were again tested. All 
showed definite improvement (Fig. 4, columns III.). 

Thus, like belladonna (a) hyoscine hydrobromide 
can produce a definite increase of rate of movement. 
(6) the total increase is at most about 25 per cent. 
of the normal rate, usually considerably less; (c) it 
is usually about equal on the two sides. 


Effect of a Mental Stimulus. 
‘ Kinesia paradoxa ”’ is a well-known phenomenon 


in these 


cases, particularly in the movements of 
running. If it is present in the arms it should be 
measurable. 


An opportunity of testing this offered itself on 
August 21st, 1927, in these four men who had been 
treated for three months with hyoscine hydrobromide. 
The following method was adopted. When the man 
was brought into the room he was asked to try the 
test again and do his very best so that we could see 
how much better he was. The conditions as regards 
silence and so forth were exactly as on previous 
occasions. When he had completed his test for 
both arms (vide Fig. 4, columns III.) and had a short 
rest, a packet of cigarettes was produced and put 
on the table in front of him. He was then told tha‘ 
if he could beat his previous rate with the right arm 
he would win the cigarettes. The right arm was then 
tested. When this was done, another packet was 
similarly produced as a prize for the left arm, and 
the left arm tested. The same procedure was adopted 
in each case, excepting that when the supply of 


It is clear that with a mental stimulus the 


rate 


shown under ordinary conditions is capable at most 


of rather more than a 10 per cent. increase 
satisfied that 


more than they did, however great the stimulus. 
It is, therefore, probably an exaggeration when 
Parkinsonians with pronounced slowness are said 
suddenly to make movements * as well as ever they 
did in their lives.’”’” The relative increase of rate 
appears greater than it really is, but is probably 
Fie. 4. 
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always m 


of the six cases. 


uch below normal. 


Whilst, 












































however, 
may be a reserve which can be released by an adequate 


», and I am 
none of these men could have done 


there 








cigarettes ran out sixpence was substituted as the stimulus, these records show that a limb which, under 
prize. The results for each case are shown in Fig. 5, ordinary conditions, is not much slower than its 
columns IV. The stimulus may not seem very fellow, has not a similar amount of * reserve,” and 
great, but to inmates of an institution cigarettes or that any attempt to call it forth fails in one way or 
sixpence mean a good deal. another—either it exhausts itself very rapidly with 
Fie. 5. 
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Shows a series of four observations in each of four cases. Those shown in the columns marked I. were made on Nov. 15th, 
1926, before treatment began ; those in columns II. were made on March 3rd, 1927 ; whilst those in columns III. were 


made on August 21st, 1927. 


Physical exercises were started on Nov. 
Subcutaneous injections of hyoscine hydrobromide were given daily from May 


2° 


2nd, 


1926, and continued daily until August 21st. 
5th to August 21st. 
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complete and abrupt stoppage, or the increase is 
only extremely slight. This complete abrupt stoppage 
of one arm only in two of the cases is a curious 
phenomenon. Both were obviously distressed at 
having to stop. One of them told me that his shoulder 
became “ fixed ”’ and he could not move it. The other 
could not give any reason. It appears as though 
in these cases of abrupt and complete “ stoppage ”’ 
some factor not present in the other arm comes into 
play. 

So far, little or nothing has been said about 
* rigidity ’’ of the arms (using the term in the most 
general sense). What share does it take in causing 
slowness of movement ? This is difficult to say, because 
rigidity of the kind seen in Parkinsonians is very 
difficult to measure. Dr. C. G. Imrie and I attempted 
to do this in six fairly advanced male cases at the 
South Yorkshire Mental Hospital. In all these 
men the rates of movement had been recorded a 
few days before. Independently of one another, 
we tested each man separately and noted our 
estimates of the amount of rigidity in each shoulder. 
We thought we could divide it into five grades— 
i.e., 20 per cent., 40 per cent., 60 per cent., 80 per cent., 
and 100 per cent. On comparing our records we 
found that with one exception they agreed. Neither 
of us at the time knew what the records of these 
men were for rate of movement. 

The accompanying table shows our estimates of 
rigidity compared with the rates of movement in 


Relation of Rate to Stiffness and Strength. 
Right Arm. 


Strength of arm in 
lifting weigh’ ed 
bucket whilst sitting 


Stiffness of shoulder 
as judged by 
passive movements, 


Measured rate 
of movement. 


down, 
13%. .McC.. .(1) 80%. .MicC...(1) 100°. .MeC...(1) 
Ee ioe Be «cle G0%.-. FT. (8) 100%.. N. ..(3) 
33%.. N. ..(3) 60% N. (3) TO dese Bee acta 
35%.. BR. .o(&) 60% I. . (8) 70%... B 1.8) 
ip AS es | 40%.. R -(4) 50% Ds. ake 
i3%.. H. ..(6) 20%... H. ..(6) 30 % » a 
Left Arm. 
10%. .McC.. .(1) 80%. .McC...(1) 100°. .MeC...(1) 
sa%"* FB. «fB) SO... Be vole 100%... N. ..(4) 
23%. L. ..(3) 80%.. L. (3) SON. Be 2 efZ 
23% N. .(4) 60%.. N. (4) 12 Snes ee este 
iy ee ee 1%... BR. ..<8) 70%. 6 Ge 30) 
16% H. ..(6) 20%.. H. (6) CGS. Be ««f3) 


The figures in parentheses give the order of the six men 
according to rate of movement in each limb—(1) being the 
slowest and (6) the quickest. 


each man for each arm. It will be seen that they 
agree in every case, with the exception of the right 
arm in two men placed next to one another in order 
of rate. The numbers are small and the method 
crude, but it confirms the clinical impression that, 
as a rule, the stiffer arm is the slower arm. It may, 
however, again be emphasised that the less stiff 
arm is also much slower than normal, and that an 
arm may be very slow when the stiffness is not 
appreciable to the observer. 

It also seemed desirable to see whether the slowness 
bore any relation to the muscular strength of the 
patient. This was tested in a very rough way in 
these same six men, and no such relationship was 
found. Actually the slowest man was the most 
powerful muscularly. 


Conclusions. 
of 


arm 


is found in 
shows no other 


movement 
which 


(a) Definite slowness 
-arkinsonians in an 
abnormal signs. 

(b) The difference in rate of the two arms is usually 
not much greater than may be found in normal 
persons. 

(c) Belladonna and hyoscine, if effective at all, 
usually act to almost the same extent on both arms. 

(d) In all but the advanced degrees of slowness 
there is little or no abnormal flagging. 





All these facts taken together support the view 
that the primary seat of diminished rate of move- 
ment does not lie in the peripheral motor apparatus. 
and that it is, therefore, probably in the central 
nervous system. This is the primary factor in causing 
slowness of movement, to which others may be 
added secondarily. Thus, the primary diminution 
of rate may be increased by a functional element, 
the extent of which can be unmasked by a suitable 
mental stimulus. It varies considerably in different 
cases and at different stages. 

In most cases it is not marked in the lighter or 
medium stages, but as the disease progresses may 
become an important factor in increasing the slowness. 
Changes in the peripheral motor 


apparatus may 
further magnify the disability. Of these, muscular 
‘ stiffness’ seems clinically the most important, 
and attempts at its measurement support such a 


view. Possibly this factor plays a part in causing 
the extreme flagging found in very slow cases. Actual 
muscular weakness does not seem to enter into the 
slowness recorded in these measurements to an 
extent comparable with that of stiffness. 

The phenomenon of * sudden stoppage,” 
two cases of advanced Parkinsonism in 
only, requires further investigation. 

These conclusions support the views expressed by 
Kinnier Wilson! in his Croonian Lectures of 1925, 
that akinesia is the result of more than one factor 
and that the condition of the peripheral motor 
system is no more than one of the causes and not 
necessarily the most important. Cruchet,? from 
clinical observations and from the experimental 
work of his pupil, Delmas-Masselet, has also come 
to the conclusion that bradykinesia is independent 
of hypertonus. 


seen in 
one arm 


My thanks are due to Dr. Elsa Paige, my assistant 
in the clinic for encephalitis cases at the Sheffield 
Royal Hospital, for much laborious work in taking 
records ; to Drs. W. J. N. Vincent and F. T. Thorpe 
at the South Yorkshire Mental Hospital for their aid 
in the investigation of cases there ; and to Dr. C. G. 
Imrie for constant help. 

The expens’s connected with this investigation 
have been defrayed by the Medical Research Council. 
for which I also desire to express my thanks. 

Reference:.—(1) Kinnier Wilson: On Disorders of Motility 
and of Muscle Tone, THE LANcET, 1925, ii., 1. (2) Ren 
Cruchet : The Ind+pendence of Bradykinesia and of Hypert »nus 
in Respect of Parkinsonism, Brit. Med. Jour., 1927, ii., 5 
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THE SILENT GAP 
AUSCULTATORY ESTIMATIONS 
BLOOD PRESSURE. 


By PAUL C. GIBSON, M.D., B.Sc., M.R.C.P.LOND., 
LATE MEDICAL FIRST ASSISTANT AT THE 


IN 
OF 


LONDON HOSPITAL, 


In 1918 Tixier ' noted, in the course of numerous 
blood pressure estimations, certain cases that showed 
a zone of silence extending over 20-30 mm. Hg, 
preceded and followed by a zone of clear arterial sounds. 
He mentions it casually as a curious phenomenon for 
which he could offer no explanation. It is probable, 
therefore, that until 1918 the silent gap was undis- 
covered and that Tixier was the first to notice it. In 
the next year Gallavardin and Tixier * recorded a case 
of aortic stenosis in which there was a marked dis- 
crepancy between the readings for the systolic pressure 
as determined by the oscillometric and the auscultatory 
methods respectively. On carefully investigating the 
series of sounds heard on auscultation they found a 
silent zone between the first sounds heard and those 
appearing further down the auscultatory curve. 
They regarded the phenomenon as extremely rare 
and stated that this was the first time that they had 
encountered it in many thousands of estimations. 
Shortly after this Poulain * recorded his experience 
of the same abnormality and came to the conclusion 
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that it was a sign of aortic stenosis. In the same year 
Etienne and Richard * noted its occurrence in the 
absence of aortic stenosis, and in 1921 Gallavardin 
and Barbier,® as the result of further investigation, 
stated that the ‘* trou auscultatoire,’’ as they called 
it, was not pathognomonic of aortic stenosis and that, 
in fact, it was more commonly met with in other 
conditions ; they found that in people over 60 with 
hypertension the phenomenon was not rare. About 
the same time Barbier ® stated that among the old 
men of the Hospice du Perron he had found it in one 
out of every two patients. He with others regarded 
the ‘‘ trou ’’ as the acoustic equivalent of the anacrotic 
pulse. For the last six years, therefore, the silent gap, 
called in France the ‘* trou auscultatoire,’’ has had full 
recognition by French physicians, and it is remarkable 
that it should have escaped notice in this country. 


The Auscultatory Sequence. 

Before describing the silent gap it w ll be useful to 
give an account of the routine method adopted for 
estimating the blood pressure, and to mention the 
main features of the so-called “‘ auscultatory curve.” 

After applying the armlet of a Riva-Rocci sphygmomano- 
meter, the pressure in it is rapidly raised to about 250 mm. 
Hg and then allowed to fall slowly and steadily while the 
observer listens with his stethoscope over that part of the 
brachial artery which lies nearest the lower margin of 
the armlet. The pressure registered by the manometer when 
the first sound is heard is taken as the systolic pressure, 
and the point at which the loud sounds suddenly become 
soft is taken as the diastolic pressure. After this point is 
passed and the pressure has fallen another 5 mm. or so the 
sounds usually cease. The proceeding should be repeated 
once or twice until consistent readings are obtained. It is 
important to control the readings for the systolic pressure by 
palpation of the radial artery. Usually the first sound appears 
tothe ear at a level which is a few millimetres higher than that 
at which the pulsations of the radial artery become palpable. 


The series of sounds heard, from their first appear- 
ance at the systolic pressure to their final disappearance 
just below the diastolic reading, constitute what 
Korotkow described as the auscultat®ry curve, but 
we prefer to call it the auscultatory sequence. The 
sequence of sounds can be more or less clearly divided 
into four zones, following one another in a continuous 
series, of which the order is constant but the extents 
of the second and fourth zones vary considerably not 
only from one individual to another but also in the 
same individual under different conditions. 

First zone: Constant in type and in extent, of short 
duration and easily missed, as the sounds are soft and dull. 
The first sound in this zone marks the systolic pressure. 

Second zone: Variable in extent and in the quality of 
the sounds, which are like murmurs. It is in this zone that, 
in certain cases, the silent gap is found. 

Third zone: The most distinctive of all. The sounds 
are loud and slapping and increase steadily in intensity to 
a maximum, when they suddenly change into the minimal 
sounds of the fourth zone, the point of diastolic pressure. 

Fourth zone : Composed of soft, dull sounds. It is usually 
of short duration but may extend to zero. 


The silent gap or trou auscultatoire is found .in 
certain cases dividing this series more or less near 
its centre. It appears to the ear as a zone of 
silence instead of the continuous series of sounds of 
the auscultatory sequence. It may extend over a 
range of 20 to 60 mm. Hg. It always occupies the 
second zone, which it more or less replaces, sometimes 
appearing nearer the upper extremity and sometimes 
nearer the lower. An important characteristic of the 
phenomenon is that at the time when the sounds 
emitted by the compressed artery have ceased to be 
audible, the movements of the arterial wall below 
the armlet, as measured by an oscillometer, show no 
abatement, and, moreover, the pulse wave may easily 
be felt at the wrist. 

Typical Cases. 

A few examples may be quoted. 

CASE 1.—Arlerio-sclerosis ; neurasthenia.—A male, aged 62. 
No history of previous illness until six months ago; since 


then he has suffered from general debility and occasional 
attacks of palpitations and giddiness. Passing large quan- 











tities of urine. On examination no evidence of disease was 
found apart from the cardiovascular system. His urine 
contained no albumin. Heart : Apex-beat external to nipple 
line. Impulse forcible. Nomurmurs. Pulse 66. Regular 
except for occasional intermissions. Radial arteries thickened 
and tortuous. Blood pressure 225/110. Silent gap between 
190 and 170. Wassermann reaction: Negative. Electro- 
cardiograph: Normal rhythm. Left ventricular pre- 
ponderance, Tl flat. He was kept under observation for 
nine months. During this time there were no signs of 
circulatory failure. ‘The silent gap persisted throughout, 
varying slightly in extent. His condition improved con- 
siderably with rest and tonic treatment. 


CasE 2,.—Syphilitic aortitis; aortic incompetence.—A 
male, aged 69. Four years previously was an in-patient at 
the London Hospital with functional dyspepsia. At that 
time the aortic second sound was accentuated and there was 
a suggestion of a diastolic murmur. He came to out-patient’s 
complaining of a return of the same symptoms six weeks 
previously. Pain, flatulence, vomiting, and loss of weight. 
On examination there was no evidence of disease apart 
from the cardiovascular system. Heart: Apex-beat felt 
with difficulty internal to the nipple line. A musical diastolic 


mm. Hg. mm. Hg. mm.Hg. mm Hg 
200 200 200 20 
100 100 100 100 
40 40 40 40 
20 20 20 20 
Case I CASE 2 Case 3 Case 4 
A diagrammatic representation of the silent gap, as found 


in the four cases described. The vertical column represents 
the pressure registered by the mercury manometer. The 
horizontal lines represent the sounds heard with the stetho- 
scope as the armlet pressure falls from the systolic to the 
diastolic levels. The silent gap is denoted by a blank in the 
pressure column. To simplify the diagram no attempt has 
been made to represent the complete auscultatory sequence 


murmur heard well all over the precordia and 
into the carotids. Pulse 56, collapsing ; 
thickened. Blood pressure 200/60. Silent 
Wassermann reaction: Weak positive. Radioscopy : 
Aorta normal. Electrocardiograph : Normal rhythm, 
Tl, 2, and 3 upright, no left or right preponderance. He 
was under observation for four months. During this time 
the silent gap was constantly present but variable in extent. 


conducted 
radials much 
gap 170 to 150. 


CAsE 3.—Arterio-sclerosis ; Myocardial Failure.—A male, 
aged 70. Complaining of swelling of his legs with breathless- 
ness on exertion. On examination he had moderate oedema 
of his legs, slight enlargement of the liver, and a trace 
of albumin in his urine. Heart : Apex-beat forcible, external 
to nipple line, no murmurs, aortic second sound accentuated. 
Pulse 56; arteries thick and tortuous. Blood 
220/115. Silent gap from 190 to 170. Radioscopy : Moderate 
enlargement of the heart. Electrocardiograph: Normal 
rhythm. (N.B.—The practitioner who sent this case up for 
special examination was puzzled by the fact that he could 
never make the blood pressure more than 170, whereas we 
always made it well over 200.) 


CasE 4.—Towxic goitre; simple tachycardia; parorysmal 
fibrillation.—A female, aged 54. On examination she had 
some cedema of her legs and a trace of albumin in her urine, 
Heart : Apex-beat forcible and external to the nipple line, 
harsh systolic murmur at mitral and aortic areas. Pulse 110to 
130, arteries not palpable. Blood pressure 200/130, Silent 
gap from 185 to 160. 


pressure 


Radioscopy : Moderate enlargement of 
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the heart to the left. 
cardia. 

The diagram illustrates these cases and gives a 
graphic representation of the phenomenon. 


Electrocardiograph: Simple tachy- 


Clinical Significance. 

An analysis of these cases throws little light upon 
the significance of the silent gap, and the following 
points are brought forward for what they are worth. 
Hardening and tortuosity of the radial arteries was 
noted in three of the cases, but in the remaining one 
the arteries were soft and could not be felt. The 
electrocardiogram, taken in every case, showed none 
of the abnormalities that we expect to find in cases 
of pronounced coronary disease. Only two of the cases 
showed clinical evidence of myocardial failure; of 
these, Case 3 was an old man of 70 years whose heart 
was labouring under a systolic pressure of 220 mm. Hg, 
and the other, Case 4, was a middle-aged woman with 
a toxic goitre, who had a persistent tachycardia and 
occasional paroxysms of fibrillation. In neither of 
these cases would it be permissible to assume that 
the silent gap was a sign of myocardial disease ; under 
such conditions failure is common and to be expected, 
but the silent gap is relatively rare. It would seem 
that enlargement of the heart is not in itself responsible 
for the phenomenon, for while in three of the cases 
the heart was definitely enlarged, in the other case 
no evidence of enlargement was found, either clinically 
or by the electrocardiograph. The only pathological 
factor common to all the cases was a blood pressure 
raised to 200 mm. Hg and over. All that we can say, 
therefore, for the present, is that the silent gap is in 
some way associated with hypertension, but that any 
further bearing it may have on diagnosis or prognosis 
still remains to be determined. It is sometimes a 
variable phenomenon, being present on one day and 
absent on another; an investigation of the conditions 
under which it comes and goes in the same patient 
offers the most promising direction in which to pursue 
further research. : 

Conclusion. 

Although we do not yet know the meaning of the 
silent gap, yet the very fact that it exists, as a well- 
defined and well-established phenomenon, is sufficient 
excuse for giving it prominence. It is undoubtedly a 
serious source of error in sphygmomanometry and 
sometimes accounts for great discrepancies in readings 
taken on the same patient by different observers and 
even by the same observer at different times. It is 
scarcely surprising that the clinical value of blood 
pressure estimations has been called in question, when 
it is realised that, in addition to the many recognised 
sources of inaccuracy, an error of 20 per cent. may 
creep into our readings unawares. By adopting a 
standardised technique for taking blood pressure, 
such as the one we have outlined above, one of the 
most serious causes of inaccuracy may be avoided, 
and, moreover, we should go far towards ensuring 
that figures obtained at different times and by different 
observers shall be comparable. The most valuable 
practical point that arises from these observations is 
the importance in taking the systolic pressure of 
always raising the armlet pressure, to begin with, to 
well above 200 mm. Hg. 

It was at the instigation of Dr. John Parkinson that 
these observations were made, and I must express 
to him my most sincere thanks for much valuable 
and kindly assistance and for his permission to 
publish the cases, which were all under his care. I 
must also thank Dr. D. Evan Bedford for supplying 
me with literature on the subject. 
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ANALYSIS OF A SERIES OF CASES AFTER 
SUPRAPUBIC PROSTATECTOMY, 


WITH SPECIAL REFERENCE TO THE REAPPEARANCE 
OF THE PROSTATE. 
By DAVID S. DAVIES, B.M., B.Cu, Oxr., 


RESIDENT MEDICAL OFFICER, ST. PAUL’S HOSPITAL FOR 
GENITO-URINARY DISEASES, 


LATE 


Cases Investigated Jointly with 


F. Mc.G, LOUGHNANE, F.R.C.S. ENG., 
SURGEON TO 8ST. MARY’S HOSPITAL, PLAISTOW ; ASSISTANT SURGEON, 
ALL SAINTS’ HOSPITAL. 


IN the title of this paper the word “ recurrence ”’ 
was avoided and the term “ reappearance ”’’ sub- 
stituted. The chief reason for this was the lack of 
agreement amongst observers as to the nature of 
what is universally called ‘* prostatic hypertrophy,”’ 
and as to the extent of removal of the gland in the 
suprapubic operation. As will appear later, some 
observers hold that in hypertrophy there is no localised 
adenomatous overgrowth, but that the whole prostate 
gland undergoes hyperplasia, whence it follows that 
suprapubic prostatectomy is a true enucleation of 
the prostate itself, and reappearance of the gland 
can only be attributed to imperfect removal. Others 
maintain that a hypertrophied prostate is a prostate 
with adenomata in it, and that operation is merely 
a shelling-out of these new growths. Obviously this 
can leave the whole of the true prostate in situ with 
its power of forming new adenomata unimpaired. 
Others, again, and especially some of the French 
surgeons, affirm that a hypertrophied prostate is 
never anything but an adenoma of the periurethral 
glands, encroaching on the limited space occupied 
by the prostate in its rigid capsule, and compressing 
it so as to convert it into a false capsule which is 
left after operation. This can then regenerate into a 
normal gland. .‘* Reappearance,”’ therefore, constitutes 
the most suitable term. 

This paper presents the results of investigations 
on a series of 29 consecutive cases discharged cured 
from hospital after suprapubic prostatectomy for 
benign hypertrophy. The object was not only to try 
to assess the after-results of the operation, but also, 
and more especially, to investigate the incidence and 
degree of reappearance of the prostate, either normally 
or with overgrowth. Of these 29 cases one died in 
the meantime, and two could not be traced. The 
number was thus reduced to 26 ; 16 of these had been 
operated on more than two years before the investiga- 


tion, 7 more than one year before, and 3 less than 
one year before. 

The complete follow-up consisted of a_ short 
questionaire, rectal examination, cystoscopy, and 
posterior urethroscopy with a continuous irrigation 
urethroscope. Nineteen cases underwent the full 
examination. The other seven supplied answers to 


the questionaire, but owing to infirmity, poverty, or 
other causes were unable to attend for the physical 
examination. In one of the cases shown as answering 
the questionaire, cystoscopy was not possible, owing 
to a stricture of the bulbous urethra. 

In the table each case is set out in two lines; the 
first line contains the findings before operation, and 
the second those after operation. This method of 
tabulation allows of easy comparison of pre- and 
post-operative states, and of a rough assessment of 
the benefit or otherwise of operation to the individual. 

The various headings may now be considered in 
detail. 

Age-incidence of Prostatic Hypertrophy. 

Astley Cooper’ said of hypertrophy of the pr« state : : 
“Tt is the consequence of age and not of disease.’ 
Brodie? went even further, saying that increase in 
the size of the prostate was an invariable accompani- 
ment of senility. ‘‘ When the hair becomes grey 
and scanty, when specks of earthy matter begin to 
be deposited in the tunics of the arteries, and when a 








‘THe LANCET, } 


DR. DAVIES & MR. LOUGHNANE: SUPRAPUBIC PROSTATECTOMY. 





[Nov. 12, 1927 


1015 








white zone is formed at the margin of the cornea, 
at the same period the prostate gland usually, I might 
perhaps say invariably, becomes increased in size.”’ 
Such a statement scarcely needs Thompson’s figures* 
to disprove it. He examined a series of cases of 164 
subjects at or above the age of 60 years. No selection 
was made, and the subjects were taken as specimens 
of average lives at these ages. He found definite 
hypertrophy of the prostate in only 56, a percentage 
of 34, though in a further 16 cases he mentions some 
small tumour of the prostate. Marion‘ also examined 
a series of 200 individuals of ages between 50 and 70, 
and found prostatic hypertrophy, as judged by 
rectal examination, in only 42 per cent. of these. 
Therefore, though we may deny Brodie’s statement 
that the prostate is always enlarged in the senile, 
we must admit that it is so in a fair percentage of 
any series of cases over a certain age. 

The following table (A) gives the ages of our patients 
at the time they originally presented themselves for 
examination. 

Table A. 


Ages between 


50 and 60 years _ 9 cases 34%. 
60 and 70 o o« o* 10 = 39 %. 
70 and 80 - ere 7 27 %. 


This falls into line with Marion’s views that cases 
begin to occur after the fiftieth year and attain a 
maximum incidence from about the sixtieth year. 
According to our figures, the main incidence falls 
equally on the sixth and seventh decades, though 
the later years still supply a fair percentage. The 
ages given in Table A are those at which patients 
sought advice. In order to arrive at a truer indication 
of the age of onset, one must deduct, in each case, 
the time elapsing between the first appearance of 
symptoms and the first examination at out-patients. 
This gives us a new Table B. 


Table B. 
Ages at onset 


History of 
of symptoms. 


gonorrhcea. 


50-60 years 11 cases 12% 6 case. 
60-70 ‘i -- 10 39% 1 case. 
70-80 a oo 7 19% 


This rearrangement shows that most of the subjects 
of prostatisem begin their troubles between the ages 
of 50 and 60, There is no way of knowing the duration 
or degree of prostatic hypertrophy in the pre-sympto- 
matic period, but it must be considerable, since some 
of the prostates removed must have taken a fair time 
to attain their final proportions. Several investigators 
have tried to find at what age the anatomical changes 
constituting hypertrophy begin. Motzand Péréarnau® 
examined a series of 61 subjects of all ages for adeno- 
myomata of the prostate, though none of the cases 
chosen had shown any symptoms of hypertrophy 
during life. They found 30 instances of prostatic 
hypertrophy, occurring at the following ages : 


Between 45 and 50 years of age .. oe 20%. 
5 50 and 60 , a - 30%. 

60 and 70 oo OS. 

» 70 and 90 - 19%. 


Socin and Burckhardt* did post-mortem examinations 
of the prostate of 300 cases, none of whom had shown 
any sign of prostatic hypertrophy during life. They 
reported the following findings :— 


Cases Showing Hypertrophy of Prostate. 


Ages 35-40 .. 13 % Ages 60-70 .. - 6%. 
» 40-50 .. o Sew. » 10-80 .. . 50%. 
» 50-60 .. 31° 80-90 .. . 54%. 


These figures would seem to show that after 60 years 
of age half the male population have some degree of 
hypertrophy of the prostate, though only a proportion 
of these show symptoms. 

Further, it can be seen that the lesions begin 
earlier than is generally believed. Our youngest case 
was aged 53, but many younger have been recorded. 
Marion? has removed a voluminous prostate, which 
had caused four years of retention, from a man of 
43. Another of his patients was aged 23, and he 








speaks of a case of Mudd’s, a negro aged 17, who 
showed a large hypertrophy, verified by microscopic 
examination. Kenneth Walker,* in his book on the 
* Enlarged Prostate,’’ records two of his own cases 
in men aged 42 and 43 respectively. 


History of Gonorrh@wa and Serual Function. 

Judging by the patients’ statements, the only 
criteria, it seems that gonorrhoea has some definite 
influence in precipitating hypertrophy. Table B, 
of ages at onset of symptoms, shows that 6 out of 
the 11 cases of hypertrophy in the youngest class of 
patient volunteered a history of gonorrhoea, and 
these six form 75 per cent. of the total numbers with 
a history of venereal disease. Chronic inflammation, 
and especially gonorrhoea, was one of the first factors 
incriminated in the etiology of enlarged prostate, 
but the association was difficult to prove. Wichmann ® 
searched for inflammatory changes but found them 
only occasionally (in 5 out of 25 cases). Gotzl,'° 
investigating the histories of previous inflammations 
in 334 cases of hypertrophy, found that only 30 per 
cent. had had gonorrhoea—figures which come very 
near to our own findings of 8 cases in 26. The most, 
then, that can be imputed to gonorrhoea is a pre- 
cipitant action. Hypertrophy, in subjects with a 
history of gonorrhoea, appears at an earlier age than 
in healthy subjects. 

The sexual functions were investigated by question- 
ing the patients as to their inclinations for coitus, 
the frequency and character of erections, and their 
powers of ejaculation. It was found that, speaking 
generally, the patients showed no change at all as a 
result of operation; that is, a patient who was 
leading a sexually active life before the operation 
found his activity practically unimpaired by it. 
Erections were just as strong and ejaculation just as 
forceful as before, but a small number (six) were 
definitely affected adversely. These results run 
contrary to those of Marion,"! who said ‘* Undoubtedly 
ejaculation is lost in every case.’’ Debout d’Estrées!? 
has explained Marion’s results by saying that the 
seminal fluid is ejaculated into the prostatic cavity. 
It is very doubtful if this happens. As we have seen 
in our patients, ejaculation was unaffected by opera- 
tion. The prostatic cavity of which d’Estrées speaks 
exists only rarely; the posterior urethra is restored 
to normal by the reappearance of the prostate. Our 
cases also throw some light upon the part played by 
the testes in the etiology of prostatic hypertrophy. 
Lydston™ attributed hypertrophy to the onset of 
genital activity and stated that, after the twentieth 
year, few men have a normal prostate. MacEwan'* 
thought that the testes exerted a regulating effect 
on the development of the prostate by their secretion. 
If there is senile atrophy of the testes, this regulation 
ceases and the prostate develops abnormally. Paul?® 
held the same views, and compared the influence of 
the testicle on the prostate with that of the ovary 
on the breast. Rovsing,'® believing that the prostatic 
secretion stimulated the vitality and motility of 
spermatozoa, thought that prostatic hypertrophy 
was a reflex compensation for senile degeneration of 
the testis. Unfortunately for most of these views, 
the prostatic hypertrophy is an adenoma, and not a 
true hypertrophy with hyperfunction. As may be 
seen from our cases, the state of the testis bears no 
relation to the state of the prostate, whether we 
regard hypertrophy as an adenoma or not. In some 
of our cases the sexual functions had ceased for as 
long as ten years before operation, in others it was as 
vigorous as ever. 


Symptoms. 
Frequency.—Although frequency of micturition has 
long been stressed as one of the most important and 


constant features of enlarging prostate, it is difficult, 
to account for this symptom. It has been suggested 


that the enlargement stretches the smooth-muscle 
vesical sphincter, makes it patulous, and allows urine 
to trickle into the posterior urethra, thus giving rise 
This view does not 


to the desire for micturition. 
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account, however, for the frequency associated with 
the ball-valve type of enlargement—namely, the small 
prostatic uvula which causes but little stretching. 
In later stages, however, the frequency may be 
explained mainly as a result of the cystitis which is 
so frequently established. Without going further 
into possible causations, it may be admitted that 
nocturnal frequency is always present. In many 
cases there is also frequency of micturition during 
the day, although this feature is less likely to be 
noticed by the patient, who is much more worried 
and impressed by the necessity of having to rise to 
micturate at night. In our series every case but one 
volunteered a history of increased frequency both by 
day and by night. In the one exception the notes 
do not mention frequency at all. In 11 cases the 
nocturnal frequency was cured by operation—that is, 
it was reduced to a single occasion at most. In almost 
all the other cases there was marked improvement. 
This alleviation of what is perhaps the most distressing 
symptom of enlarged prostate is one of the greatest 
benefits accruing from the operation, which reduces 
the nocturnal frequency to bearable limits and allows 
the patient to get some undisturbed rest. 


Stream.—The stream in all cases, where notes were 
made concerning it, except one, was poor both in 
force and volume, but whether diminished as a result 
of atonicity and weakness of the bladder, or as a result 
of prostatic obstruction, it was almost always greatly 
improved by operation. In one or two cases it was 
undoubtedly worse afterwards—for example, Case 4, 
in whom it is interesting to note also that he has 
developed marked enlargement of the left lobe of his 
prostate since operation. 

Pain.—Preoperative pain was not a marked feature 
of the series. This falls into line with the findings 
of other observers. Under this heading several 
symptoms have been included. Some patients com- 
plained of a vague perineal discomfort, some of 
lumbago, and others of suprapubic discomfort. In 
some cases the chief complaint was one of urgency 
rather than of pain; discomfort occurred if they 
held their water too long. Often pain was present 
only at the onset of micturition. 

It has not been thought necessary to classify such 
a variety of pain, which, in any case, only affected 
about half the cases. In al] instances but one (Case 4) 
it was relieved by operation. 

Hematuria.—Spontaneous hematuria was rare, and 
occurred in only three cases. 

Difficulty of Micturition.—This section includes 
some of the symptoms considered under the heading 
“Stream.”’ Patients vary in the meaning they 
attach to the word. Difficulty for some proves to be 
increased straining in order to start or maintain 
micturition ; for others, it is delay before the beginning 
of the flow, lessened flow during the act or the longer 
time taken at each micturition, no matter how small. 
For most of them, however, it meant delay and strain- 
ing at the onset of micturition, and 13 of our patients 
complained of this, while there were many other 
complaints of slight delay at onset but without 
straining. In every case the symptom was abolished 
by operation. 

Incontinence.—As might be expected, incontinence 
was not a feature of the cases. Indeed it is difficult 
to see why there should be incontinence at all, as 
long as the external sphincter is intact, and provided 
that the bladder is not distended to overflowing. 
The sole instance of incontinence in this series was 
post-operative in a patient of 83. (Case 20.) 

Retention of Urine.—In six cases acute retention 
was the trouble that brought the patient for treatment, 
but in each of these six there was a previous history 
of nocturnal frequency, or of change in the character 
of the stream, or both. In one case (Case 26) the 
patient had had retention over a period of two 
months, occurring one year before the attack which 
brought him to out-patients. We can conclude that 
retention is one of the most frequent accidents of 





hypertrophied prostate, and that it is often the 
condition which forces the patient to seek treatment. 

Rectal Examination.—In 21 of our cases there is a 
record that rectal examination was made_ before 
operation. Definite prostatic enlargement was noted 
in 20 of these. In the remaining cases there is no 
note whether such examination was made or not. 
In five cases there was obvious enlargement after 
operation of one or other prostatic lobe as felt per 
rectum. These cases are indicated by two or more 
plus signs in the table. A single plus sign means 
that the lobe was present and palpable but not 
enlarged. In three cases no trace of the prostate 
could be felt. It is interesting to note that Marion'? 
states: ‘Clinically, also, it would appear that, 
even though the adenoma is removed, the prostate 
remains. In many prostatectomised patients rectal 
examination will reveal masses which have all the 
characteristics of normal prostatic lobes.”’ 

Cystoscopy.—Our series was strikingly free from any 
abnormality on cystoscopic examination. In 11 cases 
nothing abnormal was found, and seven of these 
had been subjected to cystoscopy before operation, 
when enlargement of the prostate was noted in every 
case, trabeculation of the bladder in four instances, 
and marked cystitis in one. At the post-operative 
examination two cases showed some trabeculation. 
Both had been cystoscoped previous to operation, 
but no record had been made of the presence or 
absence of trabeculae. Five cases in our post-operative 
series showed intravesical enlargement of the gland. 
This would point to a recurrence of the adenomata 
in these cases. The absence of intravesical projec- 
tion in the remaining cases does not negative the 
re-formation of the prostate itself, but simply reveals 
the absence of adenomata. 


Reappearance of the Prostate. 

Of the 19 patients examined with the urethroscope, 
only two cases still showed total absence of the 
prostate. In all other cases one or both lobes were 
present, sometimes normal, sometimes increased in 
size. In one case there was some definite degree of 
obstruction. In the greater percentage of cases the 
prostate reappeared after suprapubic prostatectomy. 
This lends great support to the view that hyper- 
trophy of the prostate is really periurethral in origin. 
Naked-eye examination of specimens removed at 
operation shows that the term “hypertrophy ” 
scarcely fits the facts. Hypertrophy of an organ 
consists of an increase in its volume while the organ 
retains its normal structure. In the type of prostate 
termed ‘ hypertrophied,” however, the increased 
volume is due to the addition of neoplastic masses. 
Every specimen of *‘ hypertrophy ”’ shows on section 
‘* spheroidal bodies,”’ consisting of a varying number 
of rounded nodules, which are easily enucleated from 
a bed of compressed fibromuscular tissue. These 
spheroidal bodies are made up essentially of glandular 
acini with but little connective tissue. Some are 
cystic, and more rarely the smooth muscle content 
may be so great that they appear as veritable adeno- 
myomata. According to Marion,'® in certain cases 
of early adenomatous change these spheroidal bodies 
may be seen inside a smooth circularly-disposed 
muscle capsule which can only be the unstriated 
vesical sphincter. It seems well proven that the 
essential lesion is the presence of adenomata. 

Many authorities have maintained that the increase 
of glandular tissue is not a real multiplication of 
glandular acini, but simply an enlargement of pre- 
existing glandular spaces. This dilatation is said to 
be the result of duct occlusion by newly formed 
fibrous tissue, following round-celled infiltration. 
The primary lesion is held to be a chronic inflamma- 
tion, with a secondary enlargement of the gland. 
If the sclerosis involves many small ducts the process 
is general, while if it involves one or two large ducts 
the enlargement is localised. Undoubtedly one can 
find inflammatory foci in certain cases, but the proof 
that inflammation does not play the most important. 
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part lies in the fact that often no inflammatory foci 
can be found in hypertrophy. The specimens on 
which the conclusions were based may have included 
many cases of chronic prostatitis without true 
hypertrophy. 

If we admit that the change is essentially an 
adenomatous one, we may ask ourselves if the 
adenomata arise from the prostate itself. According 
to Marion,’* Rokitanski in 1861 mentioned the possi- 
bility that the nodules may develop from the peri- 
urethral glands, and independently of the prostate. 
In 1902, Albarran and Motz,?° in their ‘‘ Anatomy of 
the Hypertrophied Prostate,” described two types of 
median lobe occurring in hypertrophy, one which 
develops from that part of the prostate in front of 
the ejaculatory ducts, and another arising from the 
periurethral glands near the neck of the bladder. 
Motz and Péréarnau*! went so far as to conclude that 
* Hypertrophy of the prostate springs solely from the 
central periurethral glands and from the stroma 
surrounding them. The prostate takes no part in 
the formation of the neoplastic masses; it simply 
undergoes an atrophy, more or less pronounced.” 
Tandler and Zuckerkandl,** however, gave a prostatic 
origin to the adenoma and stated that all prostatic 
hypertrophy arises only from that part of the prostate 
between the urethra and the ejaculatory ducts. 
Lendorf,** after many examinations of prostates 
removed from subjects ranging from the foetus to 
the senile, makes the dogmatic statement that 
hypertrophy never originates in the prostate, but 
invariably arises from the periurethral glands. The 
same conclusion was reached by Papin and Verliac?4 
after an examination of almost 200 specimens, 
embryological or removed at operation or autopsy. 
They reached the conclusion that hypertrophy of 
the prostate is an affection, not of the prostate, but 
of the posterior urethra. It is a process giving birth 
to suburethral glands, a process which is cut short 
during the development of the embryo but which is 
resumed as the prostate atrophies. Histologically, 
it is easy to demonstrate that such an origin is possible. 
In a horizontal section of a normal prostate one can 
see two kinds of glands: (a) central submucous 
glands inside the ring of smooth muscle in this 
region; (b) peripheral glands outside the smooth 
muscle ring. 

The submucous glands (a) can be found inside the 
muscle ring, from the neck of the bladder down to 
the membranous region. They are the periurethral 
glands, and just below the bladder neck, but above 
the verumontanum they form two well-developed 
groups laterally on either side in the submucosa. 
There is also a group extending down the anterior 
wall of the urethra. The peripheral glands (b) lying 
outside the smooth muscle ring are the proper 
prostatic glands, and constitute four groups. There 
is an almond-shaped group on either side of the 
urethra, but more posteriorly. A third group lies 
between these two lobes and between the urethra 
and the ejaculatory ducts. These form the middle 
lobe. Finally, there is the posterior lobe, a fourth 
group between the lateral lobes but behind and below 
the ejaculatory ducts. 

An adenoma may arise in any of these groups of 
glands, periurethral or prostatic. Marion *° states 
that if a section is made at autopsy of the tissue 
between the prostatic neoplasm and the rectum 
there is a fibromuscular capsule behind the neoplasm 
which separates it from compressed and atrophied 
glandular tissue, and which can be nothing else but 
the prostate which has been pushed back. Cuthbert 
Wallace,?* in 1902, demonstrated the presence of 
prostatic tissue in the capsule surrounding the 
adenoma, ‘If microscopic sections are made from 
a part of the ‘ capsule,’ that appears entirely fibrous 
to the naked eye, it will be found that such a section 
contains glandular elements either in the form of 
slightly altered alveoli or of long slit-like cavities 
containing epithelium.” Chirié *?_ records similar 
findings at post-mortem examinations after recent 
prostatectomies. He writes: ‘‘ Beneath the capsule, 





recognisable by its vessels and nerves, one can see a 
thin layer of prostatic tissue.’’ Moreover, Freuden- 
berg?® reports that in three cases after prostatectomy 
he has found prostatic glandular tissue in several 
places in the wall of the cavity. 

The conclusion may therefore be drawn that the 
adenoma which is termed “hypertrophy of the 
prostate ’’ develops by pushing back the gland itself, 
usually posteriorly, and the affection, as Motz and 
Péréarnau*' said, instead of constituting a hypertrophy 
of the gland is characterised rather by atrophy. 
It may be seen, then, that the tendency is to regard 
prostatic hypertrophy as an adenomatous change 
affecting the periurethral glands and growing at the 
expense of the prostate. We summarise here the 
evidence in support of this view. 

(a) The facility of enucleation which is a characteristic 
of adenomyomata. 

(b) Enucleation respects the ejaculatory ducts. If the 
adenoma arose in the prostate, a large proportion of pros- 
tatectomies should involve the more outlying parts of the 
gland and lead to tearing of the ducts traversing the gland. 

(c) The possibility of finding the compressed prostate 
after the so-called prostatectomy. 

(d) The infrequency of recurrence of obstruction owing 
to total removal of the urethra with its submucous glands. 
If the adenoma were prostatic in origin, the atrophied 
prostatic tissue left in the wall of the cavity should give 
rise to more adenomata in a greater number of instances. 

(e) The fact that, although the lateral lobes of the true 
prostate lie really behind the urethra, in hypertrophy they 
are in intimate relationship with its lateral walls. 

(f) The adenomata are always in close relation with the 
urethra and never grow exclusively towards the rectum 
as they might be expected, at least occasionally to do, if 
they were derived from the centre of a true prostatic lobe. 

(g) There is practically no proof that the prostate itself 
gives rise to the neoplastic masses. 


It is easy, then, to understand why recurrence of 
obstruction is so rare in our series, while the prostate 
itself reappears in the majority of the subjects 
examined. As stated above, the complete removal 
of the periurethral glands with the urethral mucosa 
ensures against recurrence of adenomata and, there- 
fore, of obstruction, while the presence of the prostatic 
remains in the wall of the cavity equally ensures the 
reappearance of the prostate itself. Freudenberg ** 
states recently that he once operated for removal 
of a second prostate, and that after suprapubic 
enucleation nodules can often be felt remaining in 
the cavity. If these are not removed recurrence 
can follow. He advises that the lining of the cavity 
—that is, the wall containing the true prostate— 
should be dissected away after removal of the 
prostate. 

Four specimens were recently shown at the Royal 
Society of Medicine, one each by Sir John Thomson- 
Walker, Mr. Swift Joly, Mr. Sidney MacDonald, and 
Mr. Girling Ball. All of these were apparently 
prostate glands in varying stages of hypertrophy, 
although the patients had been previously operated on 
for a similar condition. Girling Ball’s case is referred 
to by Kenneth Walker*® in his monograph on the 
** Enlarged Prostate.’” Speaking here of recurrence, 
Walker says :— 

** Adhering to the walls of the prostatic cavity will always 
be found small masses of prostatic tissue, since the operation 
of enucleation can never be regarded as a complete removal 
of the prostate. If the enucleation has been imperfectly 
performed, the quantity of prostatic tissue left behind may 
be sufficiently great to cause a recurrence of symptoms 
by their subsequent growth. Even when the operation has 
been skilfully carried out, cases occur in which the growth 
of residual prostatic tissue is sufficiently great to necessitate 
a second prostatectomy. Mr. Girling Ball records a case 
in which he performed a suprapubic prostatectomy twice 
on the same patient, an interval of 12 years intervening 
between the two operations. The prostatic mass removed 
at the second operation was as large as that removed 
previously, both specimens being in St. Bartholomew’s 
Hospital Museum. Recurrence, however, is of extreme 
rarity, provided the removal in the first instance has been 
complete.” 








ae 








Tue LANceT, | 


CLINICAL AND LABORATORY NOTES. 





[Nov. 12, 1927 1019 








Kenneth Walker is here referring to recurrence of 
obstruction—a very exceptional event. According 
to our findings, however, reappearance of the prostate 
itself is the rule, but this, unlike the periurethral 
glands, rarely gives rise to adenomata, and therefore 
seldom causes obstruction. 

The question of recurrence has an important 
bearing on the surgical technique of prostatectomy. 
It is impossible by the suprapubic operation to dissect 
away the whole of the wall of the cavity to ensure 
complete removal of the prostatic tissue. Indeed it 
is almost certainly not desirable to do so. Recurrence 
of obstruction can only be due to one of three causes, 
First, the tags of mucosa at the edge separating 
the bladder from the prostatic cavity may unite 
and form a diaphragm across the neck of the bladder. 
This is so easily dealt with later by diathermy that 
it should not be allowed to prolong, by five minutes 
of further dissection, the already severe operation 
of prostatectomy. Secondly, the prostatic ‘‘ hyper- 
trophy’ may recur. As we have seen, recurrence 
of obstruction due to the formation of new adenomata 
is exceedingly rare, because the whole of the anterior 
and lateral walls of the urethra and the posterior 
wall above the verumontanum are thoroughly stripped. 
bringing away the submucous glands. Prostatic 
tissue is left in every case, and it is doubtful if any 
amount of prolongation of the operation will remove 
it. The third cause of recurrence of obstructive 
symptoms is also the commonest—namely, massive 
fibrosis of the original prostatic cavity—and this, 
we think, most commonly follows attempts to dissect 
the cavity and its edges clean. Sometimes it results 
from the enucleation of the normal prostate along 
with a small adenoma. If the adenoma is small 
enough it may cause obstruction but still leave the 
prostate in very much its original condition. To 
remove a prostate of this type requires scissors 
dissection, because the true fascial capsule is now 
invaded by the surgeon; such a prostate is usually 
referred to as “ fibrous.’’” Many of these would be 
better left in situ. 

If this view of the periurethral origin of prostatic 
adenomata be correct, it would seem that no benefits 
can accrue from the exposure of these enfeebled and 
aged subjects, after the shock of enucleation, to a 
prolonged dissection of the prostatic cavity. Simple 
and speedy operations give the best results. 
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A CASE OF 
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THE following case presents much that is of interest, 
both from the view of diagnosis and treatment. 

The patient, a man aged 49, general manager of a large 
iron and steel company, was admitted to Ruthin Castle in 
January, 1926, with the following history. Enjoyed good 
health until October, 1918, when there was a severe attack 
of so-called influenza accompanied by violent pain in the 
head behind the eyes. After recovery remained pretty well 
until April, 1920, when his sight began to fail: an ophthalmic 
surgeon at this time diagnosed pituitary enlargement. For 
the next two years he improved under thyroid and pituitary 
extract by the mouth. In July, 1922, he was admitted to 
Duff House, Banff, where a diagnosis was made of pituitary 
tumour with pressure on the right optic tract. The basai 
metabolic rate (B.M.R.) was 86 per cent. (normal= 100 per 
cent.), a carbohydrate-tolerance test was found to be normal, 
a blood count showed 11,800 white cells per e¢.mm. 
with 50 per cent. of small lymphocytes, and an 
X ray of the head revealed a pituitary fossa with an ill- 
defined floor and the sphenoidal sinus apparently invaded 
from above and behind. Under medical treatment the 
patient remained fairly well and was able to work hard until 
the summer of 1925, when his health definitely became worse. 
He easily became fatigued, could no longer concentrate 
mentally, suffered abnormally from cold, his sight got worse, 
and constipation became very troublesome. During the 
last week before admission his memory for recent events 
became bad, there were evening rises of temperature up to 
101° F., and he suffered from five attacks characterised by 
twitching of the face, movements of both arms, involuntary 
passage of urine, and unconsciousness for two or more hours. 

On examination he showed the following signs of 
dyspituitarism. The skin was glossy, thin, and finely 
wrinkled round the temples, and at times sweated profusely ; 
the hair of the scalp was scanty and the pubic hair showed 
the female distribution ; the B.M.R. was low—66 per cent.— 
and a carbohydrate-tolerance test gave a curve suggestive 
of increased tolerance to sugar; there was slight but definite 
enlargement of both hands and feet ; he had an acromegalic 
type of face, and had undergone a loss of sexual power. 

On examination of the nervous system visual acuity was 
found to be diminished, there being a complete left lateral 
homonymous hemianopia with a positive hemiopic pupillary 
reaction (Wernicke). The right fundus oculi showed an 
abnormally pale disc with fine arteries and slightly congested 
veins—in other words, an early primary optic atrophy; the 
left fundus showed similar, though less advanced, changes. 
Tendon jerks were brisk in both upper and lower extremities, 
though more definitely so on the left, and on this side there 
was an extensor plantar response. Abdominal reflexes were 
sluggish on the left side. 

The pulse-rate was slow —namely, 64 beats per minute 
and the blood pressure low 108/84 mm. Hig. A blood count 
showed 8100 white cells per c.mm. with a moderate relative 
lymphocytosis, but was otherwise normal. The blood 
Wassermann was negative. 

Radiological examination of the head revealed a pituitary 
fossa with an ill-defined floor, the posterior clinoid processes 
rarefied and displaced backwards, and numerous calcareous 
plaques above and behind the dorsum sella. The sphenoidal 
sinus was dense and appeared to be invaded and compressed 
from above; the maxillary antra and frontal sinuses were 
clear. 

Discussion on Diagnosis. 

A provisional diagnosis of mixed adenoma of the 
pituitary was made. Points in favour of this diagnosis 
were the symptoms of dyspituitarism and the 
radiological evidence of distortion of the pituitary 
fossa. On the other hand, it is much more usual for 


an adenoma of the pituitary to enlarge primarily 
upwards and forwards and so cause pressure on the 
optic chiasma with a resulting bitemporal defect in 
the visual fields. In this case, however, pressure 
signs from the first were on the right optic tract and 
the later signs of pyramidal tract 


involvement— 
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namely, the increased tendon jerks, sluggish abdominal 
reflexes, and extensor response on the left side pointed 
to a backward extension of the growth into the inter- 
peduncular space with pressure on the right peduncle. 
Points in favour of meningeal endothelioma were the 
great amount of bony destruction revealed by the 
X rays—a simple adenoma of the pituitary usually 
producing a more or less globular expansion of the 
sella turcica—the presence of calcareous plaques, and 
the clinical evidence of backward extension. 

The signs of gradually increasing intracranial 
pressure—namely, the epileptiform seizures, the 
mental change, the impairment of vision. and the 
frequent headaches—made active interference abso- 
lutely necessary. The question of operative treatment 
or deep X ray therapy was considered, and operation 
was finally decided upon on the grounds that the exact 
nature of the tumour could only be guessed at, and it 
was thought right to give the patient the chance of 
the condition being a simple cyst. 





Operation. 

This was performed by Mr. Percy Sargent, the 
patient being under intratracheal ether. 

An osteoplastic flap was turned down in the right frontal 
region and the right frontal lobe exposed. Intracranial 
pressure was high. The dura was incised and the convolutions 
of the brain were seen to be flattened. The frontal lobe was 
gently lifted up from the orbital plate of the frontal bone, 
but the intracranial tension was too high to gain the necessary 
access ; a lumbar puncture was therefore performed and a test- 
tube full of blood-stained cerebro-spinal fluid withdrawn. The 
right frontal lobe was again gently lifted and the optic chiasma 
and right optic nerve came into view. There were numerous 
arachnoidal adhesions round the right optic foramen. A 
small bluish body appeared immediately to the medial 
side of the right optic nerve. On further lifting the frontal 
lobe a large portion of growth, about the size of a cherry, 
gradually extruded to the right side of the right optic tract. 
The capsule of the growth was incised and a large quantity 
of soft, grumous, semi-diffluent matter sucked away. As far 
as could be made out the growth extended at least one and 
a half inches backwards from its anterior extremity, and 
also crossed the middle line. The diaphragma sella appeared 
to be intact. The osteoplastic flap was replaced and the 
operation completed. Patient stood the operation well and 
the pulse-i:ate was 84, regular, and good volume at its close. 
Unfortunately, however, the patient never regained conscious- 
ness and died suddenly about three and a half hours later. 

Section of a portion of growth showed the latter to be a 
malignant meningeal endothelioma (Greenfield). 

This case is of interest in that a tumour arising 
extrinsically to the pituitary and its fossa nevertheless 
produced typical symptoms of pituitary dysfunction— 
a phenomenon no doubt due to local pressure on, 
and vascular changes in, the pituitary body. The 
exacerbation of symptoms which led to operative 
treatment was probably occasioned by a temporary 
swelling of the tumour, which was undergoing 
degenerative changes. 


My thanks are due to Mr. Percy Sargent and Dr. 
E. I. Spriggs for permission to publish this case. 





A CASE OF 
RUPTURED MALARIAL SPLEEN: 
SPLENECTOMY WITH RECOVERY. 


By D. LAURENCE TATE, F.R.C.S. Epry., 
DISTRICT MEDICAL OFFICER, MONTEGO BAY, JAMAICA. 


THE following case may be of interest, as most 
ruptured malarial spleens in Jamaica cause sudden 
death and a coroner’s inquest, and especially as this 
case was not seen till 30 hours after the rupture. 

The patient was a native male adult, aged 37 years. He 
had been well known to me for several years as a malaria 
patient with a large spleen. On August 22nd, 1926, at 
about 11 a.M., he was thrown from a “ buggy ”’ and fell, 
chiefly on the abdomen. Shortly after the accident he 
vomited twice and during the following night suffered from 
severe abdominal pains ; he passed two blood-stained stools. 
He was not seen by me till 6 p.m., August 23rd (30 hours 
after the accident) and was then in a collapsed condition with 
a pulse of 120. He complained of severe pain all over the 





abdomen, worse in the hypogastrium and right iliac fossa. 
The abdomen was rigid and very tender all over, with 
dullness in the flanks; the superficial reflexes could not be 
made out positively. 

He was removed to hospital and at 7 p.m. the abdomen 
was opened through a right rectus incision. The peritoneal 
cavity was full of blood, for the most part dark and clotted, 
but showing also evidence of profuse recent bleeding. The 

















Malarial spleen showing ruptures a, b, ¢, d on outer surface, 
and e on inner surface, 


abdominal organs were quickly examined and the spleen 
was found ruptured (ruptures A and C being easily felt). 
This wound was rapidly closed with forceps and an upper 
left rectus incision made, but as there was some difficulty 
in delivering the spleen an incision was made along the 
margin of the lower ribs to meet it. The spleen was then 
delivered easily, the pedicle clamped and ligated, and the 
organ removed. At this stage the patient’s condition was 
so poor that, after quickly cleansing the peritoneal cavity 
both wounds were quickly sutured in single layers and a 
drainage-tube inserted into the pelvic cavity (removed in 
48 hours). 

Salines were given continuously during the operation, 
and rectal salines for the next 24 hours (I find it difficult to 
give blood transfusions in the island on account of the 
prevalence of syphilis and the aversion of natives to act as 
donors). The wounds showed superficial sepsis for a few 
days; otherwise convalescence was uninterrupted 

The man was discharged in four weeks apparently quite 
well and has not returned to me with an attack of malaria, 
but reported four weeks later with an attack of gonorrhoea. 

The weight of the spleen on the,morning after 
operation was 16 oz. Ruptures A, B, C, D were on the 
outer surface ; rupture E was on the inner surface. 
Unfortunately rupture A was torn a little deeper by 
the photographer. : 

Conclusions. 

1. The hemorrhage must have stopped temporarily 
but was renewed by the jolting over four miles of 
rough road to hospital, 2. Evidently no large vessel 
was implicated. 3. The two blood-stained stools may 
have been due to a contusion of the bowel which did 
not appear on the peritoneal surface, or to the common 
practice of the peasantry of dosing themselves with 
calomel to remove ‘‘ bruised blood.’’ 4. The lack of 
shock was striking. I have often observed this among 
natives. 


DOUBLE LESIONS OF THE STOMACH AND 
DUODENUM. 


By GEORGE VILVANDRE, M.R.C.S. ENG., 
ASSISTANT RADIOLOGIST TO THE LONDON HOSPITAL. 


THE presence of two ulcers in the same patient, 
one gastric and one duodenal, is very liable to cause 
error when the diagnosis is based solely on clinical 
grounds. Under careful X ray examination the 
condition may, however, be accurately diagnosed. 
Such a patient may give a history of acid eructations ; 
epigastric pain, not severe, but coming on two hours 
after food; and of waking up at night with pain, 
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at any time between 12.30 and 6 A.M. He may state 
definitely that food relieves pain so that a duodenal 
ulcer may be suspected. Another patient, after 
suffering from such symptoms for many years, may 
complain, in addition, of rare attacks of vomiting, 
and seek medical aid on his friends’ advice because 
of the brown colour of the vomits. There may or 
may not be loss of appetite, loss of weight, and some 
anemia. The clinical picture is still further obscured 
by the duration of the symptoms, the patient stating 
that he has had indigestion for years and been careless 
about his meal-times. According to the predominance 
of some of the symptoms, the diagnosis made will be 
that of duodenal or gastric ulcer or possibly pyloric 
carcinoma. 

I have seen half a dozen cases lately where such a 
history was given, with slight variations, and in 
these I have found a double lesion, one gastric and 
one duodenal. One patient showed, under X rays, a 
dilated stomach with the great curvature quite a 
hand’s breadth below the iliac crest and a penetrating 
ulcer the size of a threepenny piece on the small 
curvature. There was also a duodenal ulcer. Judging 
from the onset of symptoms the gastric ulcer had, in 
all probability, been present for 10-12 years, during 


which time the patient had been treated for 
‘‘ indigestion,’”’ and the duodenal lesion had been 
active some four years. Another patient gave a 


history of 23 years of pain, one and a half hours after 
meals, without waking up at night. There was no 





vomiting nor hawematemesis, and melzena was not 
noticed. There may be periodical attacks lasting 
a few weeks with intervals of five or six months. 

I believe that an accurate diagnosis of double 
lesions of the stomach and duodenum before operation 
is of great importance. I have lately seen a few cases 
where operation had been performed for duodenal 
ulcer and within two years an X ray examination 
showed a large penetrating gastric ulcer on the 
small curvature. This was in no sense a jejunal 
ulcer. I have little doubt that these patients were 
not only suffering from a duodenal ulcer at the time 
of operation, but also had an ulcer on the small 
curvature of the stomach. This result is obviously 
unfortunate, as unless a second operation is performed 
there is a possibility of malignant degeneration of 
the gastric ulcer. In one case the patient had had a 
duodenal ulcer sutured after acute perforation. 
The ulcer was described as quite small; no gastro- 
jejunostomy was done. Nine years elapsed and 
recently when I X rayed him I found evidences of an 
active duodenal ulcer and a large penetrating gastric 
ulcer. 

Summary. 

Double lesions of the stomach and duodenum 
may occur, and their presence obscures the clinical 
diagnosis. In operation for duodenal ulcer a gastric 
lesion should always be sought or excluded. Gastro- 
jejunostomy for a duodenal lesion does not necessarily 
cure or prevent the formation of a gastric ulcer. 
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SECTION OF LARYNGOLOGY. 


EXHIBITION OF CASES AND SPECIMENS. 
At a meeting of this Section held on Nov. 4th, 
the incoming President, Mr. H. S. BARWELL, was 


inducted and a number of cases were shown. 

Mr. T. B. LAYTON showed a laryngeal case which 
the Section had inspected in May of this year. When 
first seen on March 31st, 1927, the patient, a man of 65, 
had a six months’ history of hoarseness and showed 
irregular swelling of the whole length of the right 
cord. He improved considerably after dental treat- 
ment but in May still showed slight swelling and two 
small white spots like heaped epithelium. These at 
operation proved to be flaky pus and there was no 
evidence of malignancy. At the present time the 
appearances were practically what they had been at 
the end of March. 

The PRESIDENT remarked that when he saw the 
case in May he thought it probably malignant and 
advised an exploratory thyrotomy. It was, he said, 
far better to explore than to allow a cancer to advance 
beyond reach of treatment. 

Sir STCLAIR THOMSON said that several of his cases 
of pachydermia had turned out to be tuberculous. 

Mr. NORMAN BARNETT reported that the elderly 
man with a growth of the hard palate shown at the 
summer meeting had died from general toxamia, 
but his growth had been proved to be non-malignant. 


Laryngo-fissure for Intrinsic Carcinoma. 

Sir SrCLarr THOMSON presented four medical men 
who had had laryngo-fissures 2}, 3, 44, and 54 years 
previously for malignant disease. All were in active 
practice. He emphasised the importance of taking 


the growth out in one piece and showed sketches | 


illustrating the operation. 
the anterior commissure. 


CasE 1.—Aged 40. In March, 1922, had sudden onset of 
hoarseness after singing. Right cord found invaded by an 
irregular, mammillated growth with necrotic, white, 
ulcerating points over the centre. After two months’ 
voice-rest the voice was better but the cord was still ulcerated. 


The piece should embrace 








Biopsy did not confirm the clinical diagnosis of malignancy. 
At laryngo-fissure in May a typical squamous-celled carci- 
noma was removed, together with a good part of the right 
ala. The patient was well within a week and his wound 
closed in ten days. He reported himself as ‘‘ very fit but 
not noisy ”’ now. 

Case 2.—Aged 52. Had hoarse for two months 
when first seen in 1923. The right cord showed a charac- 
teristic, cupped, grey infiltration of the anterior half, while 
the rest of it showed a red, beefy infiltration. A squamous 
epithelioma was removed and the wound closed in 20 days. 


been 


Case 3.—-Aged 56. Had been husky six months when 
seen in 1924. An irregular, knobby, whitish, slightly cupped, 
abraded thickening was found on the front half of the 
right cord. After two months of voice-rest and observation 
the appearance got worse and movement of the right cord 
began to flag. The laryngo-fissure in December was followed 
by a hemorrhage and the tracheotomy-tube was found to 
have slipped out; a ‘* Jumbo ” tube should have been used. 
The patient returned home in 12 days. After three years 
he smoked two or three pipes daily and was in excellent 
health. 

Case 4.—Aged 62. Had had ten months’ huskiness before 
he was seen in 1925. A portion of a papilloma was removed 
for examination. The right cord had a superficial, whitish, 
moist, irregular, papilloma-like infiltration. After the usual 
operation he was out of bed on the second day and home 
on the eleventh. The wound closed within a week. The 
growth was a typical squamous-celled carcinoma. 


The speaker called to the 
points :— 

Clinical Features.—The lesion was limited in all cases to 
the cord, and did not invade the subglottic area or the 
anterior commissure. The anterior half of the cord was 
invaded in all cases, in some entirely and in all chiefly. No 
impairment of mobility. 

Diagnosis.— Apart from naked-eye appearances and general 
considerations, the diagnosis was confirmed by the exclusion 
of tubercle and lues, and the results of voice-rest and observa 
tion—two months in two cases. 





attention following 


Operation.—This occupied 
much as 52 minutes (Case 
ha#morrhage before the 
table. 

Thyroid 


50 to 60 minutes; but as 
1) had been occupied in arresting 
patient was removed from the 


Ala.—Removed in all cases, 
approach, more perfect excision, and better control of 
bleeding. Quicker healing: no stenosis. A further justifica- 
tion was the pathologist’s demonstration that the growth, 
even in the limited and favourable cases, extends deeply 
into the muscular tissue. 
Tracheotomy.—Performed in 


allowing a free 


all cases, thus securing 


complete protection against descent of blood, mucus, and 
septic material into the bronchi and facilitating a light, 
smooth, and satisfactory anzsthesia. 
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Tracheotomy-tube.—In one case removed at the termina- 
tion of the operation; in the others left in place till the 
same evening (i.e., seven to eight hours). 

Bleeding.—Guarded against by careful preoperative 
precautions—abstinence from alcohol and tobacco; careful 
diet ; 48 hours’ rest in bed beforehand ; smooth anesthesia 
and intratracheal and intralaryngeal injection of cocaine. 

Postoperative Hamorrhage.—This had occurred in one 
case and the source was outside the laryngo-trachea. This 
emphasised the importance of arresting all venous and 
thyroid-gland oozing before opening the trachea. 

Convalescence.—No shock. Wide-open windows night and 
day. Sitting posture. Up to 24 hours; out in three or four 
days; and in no case more than three weeks in the home. 

Simplifications.—No alkaloid (morphia, atropine, heroin, 
&c.) at any time. No intratracheal packing or applications 
(e.g., cautery, Whitehead’s varnish, antiseptic powders, 
diathermy, &c.). No artificial feeding. 

Resulis.— Rapid recovery. Good general health, improved 
as a rule by increased attention to rules of bygiene and 
avoidance of fatigue and vitiated air. A voice generally as 
good as before operation and sufficient to carry on satis- 
factorily the duties of medical practice. Lasting cure. 

The subglottic case, said Sir StClair Thomson, was 
most difficult to diagnose ; laryngo-fissure, however, 
was often quite successful. To be certain of having 
completely removed the growth he always had three 
sections cut; the anterior and posterior parts of the 
removed piece should be entirely free of cancer cells. 
Even this was not quite reliable, as malignant cells 
were apt to go deep. He agreed with Mr.Lionel Colledge 
that the cases absolutely suitable for laryngo-fissure 
were those with a mobile cord and without subglottic 
growth. Others were on the borderline. 

Mr. E. WATSON-WILLIAMS mentioned hemilaryngec- 
tomy as a measure for dealing with borderline cases. 

Mr. H. TILLey described three cases of recurrence ; 
in one of them laryngo-fissure had been performed, and 
15 years later a small nodule appeared on the scar. 
After its removal another nodule grew and eventually 
the whole larynx became a mass of epithelioma. 


In the second case 19 years elapsed before the 
recurrence was heralded by intense stridor; there 
was also a growth in this man’s prostate. In the 


third case a growth appeared in the opposite cord 
after 15 years. It was therefore not wholly true to 
speak of *‘ cure ”’ five years after operation. He was 
reminded of the dictum of an old teacher: ‘‘ Once 
cancer always cancer,” if the patient lived long 
enough for the recurrence to have its chance. 

Mr. F. O'MALLEY spoke of excellent results without 
removal of the thyroid ala. 

Mr. L. COLLEDGE did not approve of hemilaryngec- 
tomy ; if half the larynx were removed the skin must 
be turned in to replace the lost epithelium and the 
skin-flap was apt to collapse. Patients were little 
better off than after laryngectomy. 

Sir SrCLarm JHOMSON referred to two hemi- 
laryngectomy cases of his own. Both had to wear a 
tracheotomy-tube permanently, but they had a voice. 
It was more fatal than the complete operation, but had 
the advantage of saving part of the cord. He had 
had a case two and a half years ago with recurrence 
on the opposite cord; there had not been any 
recurrence so far after a second laryngo-fissure. He 
had also known two cases of recurrence in the local 
glands and one in the mediastinum. 

Mr. COLLEDGE showed a case in which laryngectomy 
had been performed four years ago on account of 
recurrence of epithelioma after laryngo-fissure, and 
another in which lateral pharyngotomy had been 
performed to remove an epithelioma of the epiglottis. 
Both showed excellent results. The artificial larynx 
was a ‘** Tapia.” 

The PRESIDENT expressed surprise that more 
patients did not use some form of artificial larynx. 

Mr. W.S. SyME said he had found external laryngo- 
tomy very useful. 

Mr. COLLEDGE replied that in this case the operation 
had started as a laryngectomy, but on finding that 
it was not necessary to remove more than the 
epiglottis, it had developed into a subhyoid pharyngo- 
tomy. This involved cutting both superior laryngeal 
nerves, and the lateral approach was_ therefore 





preferable, besides giving a better view. Moreover, 
the function of the pharynx was much better, in spite 
of some dysphagia, than after a subhyoid laryngotomy. 


Cardiospasm and Achalasia. 

Mr. H. BELL TAWwSsE showed a boy of 11 who had 
suffered for two years from vomiting on going to bed. 
The Wassermann was negative. X ray showed 
obstruction at the lower end of the cesophagus with 
great dilatation above. There were several calcareous 
glands at the hilus and a dense shadow from the 
manubrium to the third interspace, possibly that of 
an enlarged thymus. A second case was a girl of 10 
who had had difficulty in swallowing when 2 years 
old. After bronchitis in her fourth year it got worse 
and was diagnosed as enlarged thymus. At 7 the 
attacks became very severe and the child ran about 
crying for air. In some attacks consciousness was 
lost; during them thick mucus collected and was 
vomited, causing relief. A transthoracic operation 
revealed enormous dilatation of the cesophagus and 
was followed by death. There was no autopsy. The 
X ray photograph showed good diaphragmatic 
movement and no delay in passage of food to the 
stomach. <A shadow of uniform opacity extended 
from the first to the last rib, encroaching on the right 
lung from behind. The only explanation not ruled 
out by the clinical condition was a dermoid cyst 
growing from the posterior mediastinum. It was hard 
to believe that that shadow was entirely caused by 
the dilated cesophagus. 

Mr. Tawse showed for comparison X rays of 
another case with a kink in the m@sophagus. For 
treatment he relied on Hurst’s mercury tube. 

Mr. W. M. MOLuison showed a photograph of an 
S-shaped kink in the middle of the csophagus of a 
woman who had symptoms of achalasia. He hoped 
to do an cesophagostomy. 

Mr. E. DAvis said he had seen several similar cases. 
One patient came up every six months for dilatation 
with Hurst’s mercury tube, and the cesophagus was 
gradually getting larger. Dilatation relieved but did 
not cure. 

Mr. TILLEY showed a man of 58, a tinsmith, 
who had had achalasia with vomiting for 18 months 
before admission to hospital last August, when he 
was emaciated and very weak. He had had an 
uncomfortable feeling in the gullet and ‘‘ lump in 
the throat ’’ since 1915. He was treated with Hurst’s 
mercury tubes, which he soon learned to pass himself ; 
he had no further vomiting after the first dilatation. 
He spent 11 days in hospital and now passed a bougie 
once a week, ate anything he likes, and had put on 
14 lb. in weight. 

Replying to a question, he said that he preferred 
the mercury tube to the bougie because the former 
was much less likely to “ hitch” and the patient 
could use it himself. It seemed simple and satis- 
factory. He had never had the courage to try 
mechanical dilatation with an expanding steel instru- 
ment. Referring to Mr. Tawse’s case, he had only 
once seen a large dermoid producing dysphagia and 
stridor; this case might possibly be similar. 

The PRESIDENT did not think Mr. Tawse’s first case 
was one of achalasia, but of something more obscure. 
Foreign Body in the Larynx. 

Mr. M. Vuiasto showed a girl of 19 who had 
swallowed an open safety-pin on July 10th. X rays 
showed it in the larynx, the safety guard peeping 
through the rima glottidis. There was very slight 
dysphonia. As the pin could not be dislodged by 
gentle movements the patient was taken from the 
dark room to the theatre for an operation. A laryngo- 
tomy failed to reveal the pin and splitting the thyroid 
fared no better. A further endoscopy showed that it 
had slipped down the right bronchus during transit to 
the theatre. It was removed without difficulty. 

Mr. H. Kiscu showed a case of 

Sphenoidal Sinusitis. 
The patient was a man of 36 who had had intense 
frontal pain periodically since 1916. There was some 
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catarrh and a grossly deflected septum. X ray 
revealed opacity of the right sphenoidal sinus, which 
could not be lavaged because of the septum. At a 
submucous resection a culture was taken which 
showed pure growth of B. mucosus capsulatus. 
Complete cure followed. 

Mr. WATSON-WILLIAMS said that this man had 
had marked loss of memory and of concentration, and 
that he had a most difficult and intractable temper. 
His mentality had been so altered that he had con- 
templated suicide. Suicide was not infrequently due 
to sinus infection, but those cases were never investi- 
gated post mortem. He asked members to com- 
municate examples to the Journal of Mental Science. 
Mental symptoms made or marred the welfare of the 
patient and his environment, and might clear up 
with removal of the sepsis. 

Mr. J. ADAM referred to two cases of sphenoidal 
sinusitis, both of which had been under the care of 
alienists. The condition might be the initial stage 
of a frontal lobe abscess. 

Mr. VLASTO said it was very common to get a 
complete change of mentality after operating on a 
case of sinusitis, single or multiple. 

Mr. L. POWELL showed a case of 

Post-cricoid Carcinoma Successfully Treated by 
Diathermy. 

The patient was a woman of 56 who had had 
-atarrh of the throat for a year. For three months 
she had had dysphagia, loss of weight, and at night 
a slight cough, bringing up watery fluid. A large 
pedunculated irregular tumour obscured the larynx 
and extended forward to the epiglottis. At the 
operation in April a Davis gag and no other form of 
suspension was used. A week later the patient was 
again examined and doubtful spots touched with the 
diathermy point. Six months later she continued 
well and had gained 3 Ib. 

Sir J. DunpDAS-GRANT demonstrated a_ simple 
ligature applicator for tonsillar vessels.! a glass or 
metal tube to facilitate Coakley’s slip knot, and 
showed a case of 

Severe Asthma Relieved by Submucous Resection. 
The patient, a man of 50, had for many years been 
obliged to get up every night and sit at a table in 
order to breathe. After removal of a very deflected 
septum his attacks entirely disappeared, as did his 
stridor. 

Miss ELEANOR LOwRyY showed a woman of 46 who 
had been treated for 

Lupus Erythematosus. 

She had noticed deformity of the nose two weeks 
before. There were lupoid nodules all over the nose 
and both cheeks, large sequestre in the nose, and a 
palatal perforation. The Wassermann reaction was 
positive. After an injection of novarsenobillon the 
lupoid condition rapidly cleared up, and after three 
injections it had completely disappeared. 

Mr. W. MOLLISON showed a case of fixation of the 
left vocal cord due to a blow on the neck. There had 
been no sign of hematoma of the cord at the time. 


SECTION OF ANESTHETICS. 

A MEETING of this Section was held on Novy. 4th, 
when Dr. Cecth HuGHEs, the President, opened a 
discussion on the 

Present Position of Spinal Anesthesia. 
It was now 30 years, he said, since the first experi- 
ments had been made in the production of analgesia 
by injection of drugs. In 1885 an attempt had been 
made to alleviate spinal caries by injecting cocaine 
into the spinal canal extradurally, and intradural 
injection had soon followed ; but the poisonous after- 
effects of cocaine had not encouraged the investigators 
to persevere. The isolation of other chemical bodies, 
however, had brought about renewed activity and 
injection of these anzsthetics was almost universal. 
The mortality of spinal anzsthesia was very low, and 
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the deaths recorded as having followed its use were 
mostly due to the serious condition of the patient at 
the time, to an unwise choice of the anmsthetic, 
or to an overdose having been given. There was every 
prospect that, with the exercise of sounder judgment 
and a more careful technique based on longer experi- 
ence, the mortality from the spinal injection of stovaine 
per se would diminish to the vanishing point. Spinal 
injection could be utilised to produce analgesia of the 
whole body—including the thorax, head, and neck— 
or (as was more usual) for operations on the abdomen 
and lower limbs. As regards the drugs employed, the 
use of general anesthesia as an adjuvant, and the 
technique, the practice varied a good deal in different 
countries. Glucose was not used so often now as for- 
merly, as it seemed adversely to affect the respiratory 
mechanism. Preliminary narcotics were always given 
in quantities varying from a sedative dose to one that 
induced twilight sleep. The President had found no 
records of serious after-effects apart from fatalities 
from overdosage—minor sequelae were infrequent 
and lasted only a short time. The method should not 
be used for a patient with very low blood pressure, 
but in normal people the danger of a fall in blood 
pressure after the injection was not great when due 
precautions were observed. One paper, reviewing 
6000 cases of spinal analgesia at’ Los Angeles, recorded 
six deaths, four of them said to have been surgically 
inevitable, two following an overdose. Few of the 
ill-effects lasted longer than three days. Another 
series of 410 mentioned nausea occurring in 2 per 
cent., hysteria in 3 per cent., and vomiting in three 
patients; there were no post-operative sequela. 
In a series of 20,000 cases, 90 per cent. of the operations 
were below the diaphragm and were carried out under 
spinal anewsthesia. Some of the operations which 
had been abandoned under general anzsthesia were 
resumed under spinal analgesia and carried to a 
successful issue. 

In the President’s experience, spinal analgesia was 
unsurpassed in acute abdominal conditions. No 
other method gave such quick and perfect relaxation ; 
functional disturbance was minimal, peristalsis was 
promoted, and tympanites relieved. In his own most 
recent 500 cases the average fall of blood pressure 
was 30 per cent.; the fall was greater in those with 
high pressure than in normal people. His custom was to 
give a preliminary dose of gr. 1/6 morphia and gr. 1 10 
atropine; in the vast majority of patients morphia 
was both helpful and beneficial. He used 5 per cent. 
stovaine, 10 per cent. sodium benzoate, and caffeine 
citrate in distilled water, and this combination gave 
him less anxiety about blood pressure. The point of 
injection was between the third and fourth spines, and 
light general anaesthesia was induced by means of 
C.E. (chloroform and ether) mixture, inhaled three 
minutes after starting the injections. When using 
stovaine, tactile sensation might remain though pain 
was abolished. He kept his needles sterilised in 
absolute alcohol, and before use he rinsed them with 
stovaine. This was certainly the anesthetic of choice 
for urological cases, in which it was particularly 
necessary that there should be little shock and that the 
after-effects should be minimal. He had not employed 
it in cases where there was low blood pressure, myo- 
cardial degeneration, or spinal trouble. The fall of 
blood pressure was greater in prostatectomy than in 
most other operations; it occurred soon after the 
gland had been removed. Almost invariably the 
pressure recovered to the extent of 10 to 20 per cent. 
He had not employed oxygen as a routine. In his 
own series there were no fatalities, and in less than 
1 per cont. was a restorative or any antishock 
medicatio. used. Manipulations involving insult to 
nerves, which without nerve-blocking would have 
produced shock, did not do so. With spinal anesthesia 
constant blood pressure readings should be taken, 
but the pulse-rate was the most important criterion. 
When the Trendelenburg posture had been employed 
the patient’s normal position should not be restored 
for two or three hours—that is to say, the head should 
be kept lower than the body. Nausea, headache, and 
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vomiting had been rare in his cases. Absence of 
headache he attributed to the use of a very fine needle ; 
it should be noted that headache occurred after s mple 
lumbar puncture in 5 per cent. of cases. Psychical 
causes played an important part in producing after- 
effects in a conscious patient, and these could only be 
averted by employing light general anesthesia. He 
had had two cases of paresis of the external ocular 
rectus, in one of which the condition lasted several 
weeks. These were difficult to explain, seeing that the 
analgesia was limited to the lower part of the canal. 
Possibly they were associated with a general fall of 
blood pressure. There had also been a few cases of 
stiffness of neck muscles after the injection, but this 
was only transitory. When undesirable after-effects 
—such as bronchitis, abdominal distension. vomiting, 
and jaundice—followed operation under a general 
anesthetic, it was difficult to say that the anzsthetic 
was the sole cause; but spinal anesthesia did not 
offer the same loopholes, and sequela had to be 
attributed to the method. 

Chloroform, said the President, had perhaps had 
its day for routine work. The relative mortality of 
spinal anesthesia and gas and oxygen could only be 
ascertained by publication of failures as well as 
successes. Even now he was convinced that the use 
of the spinal method in difficult pelvic operations— 
especially urological and gynecological—had con- 
siderably lowered the post-operative mortality. 

Discussion. 

Mr. P. LocKHART-MUMMERY said that from the 
point of view of the condition of the patient three 
or four days after operation ether and chloroform 
were unsatisfactory ; there was sickness, a lowered 
vitality, and lack of appetite for the food which was 
so much needed to assist the repair of the tissues. 
Some patients were sick even after spinal anzsthesia, 
but the speaker was prepared to accept the-risk, and 
he was a great believer in spinal anesthesia at present. 
Regional anesthesia was also a valuable method, but 
was still on its trial. He did not see the need for it 
in operations below the level of the umbilicus. When 
accidents such as paralysis occurred he thought 
they must be due to faulty technique, careless use of 
the needle, injection of the wrong substance, or sepsis. 
The only troubles he had seen after spinal anesthesia 
were a lowering of the blood pressure, one case of 
diplopia, and one of paralysis of the external rectus, 
which passed off in six weeks. He strongly emphasised 
the need for keeping the head and chest of the patient 
lower than the rest of the body; he did not allow 
spinal anesthesia to be used unless there were facilities 
for moving the patient on a trolley. Strychnine 
should always be kept handy, as on two occasions 
in his experience the phrenic nerve had been affected, 
though the patients survived. He thought it was wise 
always to use the same solution—the one to which 
the administrator was accustomed. He did not notice 
any idiosyncrasies to stovaine. 

Mr. G. GORDON-TAYLOR said that in his view the 
cases most suitable for spinal analgesia were those 
requiring operations on the lower abdomen or lower 
limbs. He also used it when general constitutional 
disease made it undesirable to give a general anzs- 
thetic and when the operation to be undertaken 
promised to be specially difficult—e.g., removal of 
earcinoma of the pelvic colon. When shock was 
expected, and when the period of anesthesia had to 
be long, he preferred splanchnic anesthesia, coupled 
with light general anesthesia. He still thought, 
however, that for certain operations in the neck there 
was no anesthetic so good as chloroform, and he would 
be sorry if that drug were to disappear from the 
anzsthetist’s armamentarium. 

Mr. H. M. PAGE considered that the induction of 
light general anesthesia before making the injection 
added greatly to the patient’s comfort. He had not 
met any bad sequele from the method. For prostatic 
cases, even when the Trendelenburg posture was 
employed, he had cut the injection dose down to 
0-03 c.cm, coupled with veryslight general anzsthesia. 
He agreed about the benefit of using a very fine 





needle for the injection, especially from the point of 
view of subsequent headache, and he liked to have 
the patient in the sloping position from the time of 
the injection. Before giving the spinal injection he 
examined the patient’s reflexes as a routine. He was 
not favourably inclined towards chloroform. 

Dr. Z. MENNELL disapproved of the view, apparently 
held by some, that for operations below the nipple 
spinal anesthesia was the one for choice. Various 
surgeons agreed that headache was a common sequel, 
sometimes of such severity that it was difficult to deal 
with; and neurologists recognised a_ condition 
following the use of this method which they knew 
as ‘“stovaine tabes.’’ Another objection was the 
very definite fall of blood pressure after its use. He 
was accustomed to use camphor or strychnine after 
making the puncture. His objection to the method 
was the uncertainty of its action; he did not feel he 
could accurately assess the dose necessary for the 
best result in a given case. He had not noticed 
great loss of appetite in patients after the ordinary 
administration of ether. 

Dr. C. F. HADFIELD said he had given stovaine 
injections for large gynecological operations for 
12 years, and he had not seen the bad after-effects 
which had been spoken of. He did not know of a 
case of the so-called stovaine tabes. But he thought 
that the mortality from spinal anesthesia had been 
greater than that from ether or other anesthetics of 
the same class. He was a believer in the value of 
inducing twilight sleep. Headache was less liable to 
occur after a prolonged operation than after a short one. 

Mr. D. H. Evans described a case in which he gave 
0-75 c.cm. stovaine to a woman weighing 10 st. 
She was all right for 15 minutes, after which she began 
to gasp. Artificial respiration was attempted, but 
soon no air could be got into her lungs and she died, 
the pulse failing within half a minute. There must 
have been more than cardiac weakness, possibly some 
toxic action. He used 10 per cent. stovaine B in saline. 

Mr. HowaArD JONES said that years ago he had 
abandoned stovaine for novocaine, with which he was 
able to secure perfect relaxation. 

Dr. H. E. G. Boye said that one death from stovaine 
had occurred in his practice, and he knew of three 
others. He believed the mortality from it exceeded 
that of other anesthetics. He used gas oxygen, etner 
endotrac.ieally and they gave as good results, and 
could be regulated toa nicety. 

Mr. ASHLEY DALY thought every patient who had 
spinal anesthesia should be kept in bed for several days. 

Mr. R. J. CLAUSEN spoke of two cases which were 
given spinal anesthesia and operated upon before 
the Wassermann report was received, which proved 
to be positive. Both had neurological symptoms, 
accompanied by paralysis of the rectum, lasting 
respectively three and four months. In some cases 
requiring operations on the prostate and perineum 
he thought spinal anesthesia was better than either 
ether, or gas and oxygen, or ether and chloroform. 
But he thought there was a better anwsthesia than 
spinal—namely, a sacral injection, with caudal block. 

Dr. J. BLOMFIELD spoke of a patient who had had 
spinal anesthesia for a Wertheim’s hysterectomy 
and had afterwards been paralysed in both lower 
limbs for a week with incontinence of urine. Careful 
selection of cases for the spinal method should be 
made ; it was not suitable for all and sundry. Induc- 
tion of twilight sleep saved the patient distress. 

Dr. W. V. HUGHEs said that he used twilight sleep 
before putting in the injection needle. Headache he 
attributed to moving the patient after operation. 

The PRESIDENT, in the course of his reply, said that 
he only encountered one case of headache after spinal 
anesthesia in nine months or a year. Headache was 
sometimes due, he felt sure, to psychical shock, and 
this was avoided by light general anesthesia. All 
seemed agreed that headaches were prevented by 
keeping the patient comfortably in bed after the 
operation. He knew nothing of the ‘*‘ stovaine tabes ”’ 
If it really was an entity 


which had been mentioned. 
it ought to be investigated. 
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HUNTERIAN SOCIETY. 


AT a meeting of this Society held on Nov. 7th, 
with Mr. MorTIMER Woo.r, the President, in the 
chair, Dr. JAMES NEAL opened a discussion on the 

LEGAL PERILS OF THE Doctor. 

He thought it strange that the medical man, who 
had legal obligations above those of the ordinary 
citizen, should have no instruction in law such as 
was given to students of accountancy and banking. 
Even the well-informed and careful medical man was 
always liable to false charges of negligence, incom- 
petence, or misconduct. All that was necessary 
was for an insane, hysterical, or aggrieved person 
to get the idea that he ought to have made a more 
rapid recovery or had a better result from treat- 
ment. The temptation to pay compensation rather 
than face an action was very great, but every case 
successfully contested decreased the liability of 
others to the same oppression. After explaining the 
implications of the term professional ‘* negligence,” 
Dr. Neal pointed out the danger that juries might 
mulct a doctor in damages even when it had been 
proved that treatment had followed the most approved 
modern methods. It was always possible to criticise 
any line of treatment and to find a medical witness 
who would have done differently, and juries would 
condemn a treatment about which they knew 
nothing. Routine precautions must be adopted, 
especially in the matter of examining women patients, 
and taking X ray photographs. Ordinary examina- 
tions might be construed as criminal assault, and 
failure to examine might constitute negligence. 
Medical certification bristled with perils, for a doctor 
was liable for any injury caused by deficiencies in 
his certificate, or for libel if it had been signed 
unreasonably or without due care. Doctors ought 
to be protected from having to pay the costs of a 
successful defence for certifying under the Lunacy 
Act. Section 330 of the Act had not given the 
protection expected of it, though the position would 
be improved if the recommendations of the Royal 
Commission became law. Medical assessors, as 
suggested by the British Medical Association, might 
tend to protect the doctor, but could not prevent 
actions for libel. Modified, though not absolute, 
protection should be given to certificates, as it was 
to the statements of a witness on oath. The Dangerous 
Drugs Act limited the right of a doctor to prescribe 
what drugs he conscientiously believed to be necessary. 
The new tribunal, with power to deprive a medical 
man of his right to use dangerous drugs, created an 
impossible situation. 

Dr. Neal quoted examples of the danger of per- 
forming operations without the explicit consent of 
the patient and warned doctors against inadvertent 
breaches of confidence, such as divulging information 
to a solicitor. An appeal from the police to assist 
in tracing the mother of an abandoned infant should 
be disregarded ; doctors were not detectives. While 
the doctor should try to persuade the victim of 
criminal abortion to inform the authorities, he 
should beware of giving information himself. In 
cases of suicide or suicidal intent the chief con- 
sideration was the welfare of the patient, and the 
doctor was bound to take steps to prevent the 
repetition of an attempt. The obligation of pro- 
fessional secrecy was waived when disclosure was 
enjoined by Act of Parliament or ordered by the 
court ; the doctor whose conscience forbade him to 
speak under these circumstances must take the 
consequences. If breach of confidence were necessary 
to prevent a crime, avert serious danger, or safeguard 
the patient’s interests, the medical man must be 
prepared to justify it afterwards. 

Failure to Find a Remedy. 

Earl RussELL admitted that doctors suffered 
hardship, but saw no remedy. Nor had the Royal 
Commission been able to find any solution. No 
society of medical men desired that doctors should 





be exempt if they had been reckless or negligent 
The Bateman case had shocked him profoundly ; that 
was not the sort of thing from which doctors wished 
to be protected. He deprecated a partial knowledge 
of the law as more likely to lead doctors astray 
than otherwise ; they would do better to follow the 
simple rule of honestly doing the best they could 
for the patient. The law was not unreasonable in 
this matter, though he admitted that the conflict 
of medical evidence, inevitable since medicine could 
never be an exact science, might lead to confusion 
in the minds of the jury. Doctors, however, very 
seldom did themselves justice in the witness-box, 
and they might well benefit from lessons in giving 
evidence or in answering questions. The injustice 
of having to pay costs when the plaintiff proved to 
be a man of straw was common to every member of 
the community, and it was difficult to see where 
such costs were to come from except out of the 
defendant’s pocket. He could not conceive any 
sensible jury declaring that a patient ought to be 
brought round from an anesthetic in order to obtain 
his consent to a second operation for a procedure 
which could and should have been carried out at 
the time. Absolute protection was afforded to the 
witness on oath in the interests of the administration 
of justice; it could not be given to the doctor 
certifying under the Lunacy Act, for there were 
doctors who were careless, reckless, or even not 
quite bona fide in certifying. A certificate of infectious 
disease was one of the few instances where the doctor 
had to guarantee his diagnosis. Juries tended to be 
hard on doctors, he admitted, but he did not see what 
medical assessors were to do. 


A Legal Peril of the Medical Witness. 

Sir HERBERT WATERHOUSE expressed his general 
agreement with Dr. Neal and said that one of the 
greatest legal perils of the doctor was the treatment 
meted out to him in the witness-box by members of 
his own profession. He had known many cases 
utterly lacking in substance, cases the defence had 
thought could be laughed out of court, but he had 
never known the other side unable to find medical 
witnesses. These were not always minor members 
of the profession, and there was a great tendency for 
certain names to appear time after time. This state 
of affairs was discreditable to the profession; it 
was terrible that there should be doctors willing and 
anxious to give evidence against their professional 
brethren, and evidence, moreover, which would never 
be received by members of their own profession if 
they were on the jury. Referring to the “ notorious ”’ 
Hume-Spry case, he asked if any member of the 
audience would be prepared to swear an affidavit 
that he, the speaker, had been sane three years ago. 
The thing was absolutely monstrous. Yet three such 
affidavits had forced the Court of Appeal to allow 
a trial, twice previously disallowed, which cost the 
Medical Defence Union £5000. 

Referring to the danger which threatened the 
doctor from his association with nurses, he said he 
wished the public could realise the grievous stare of 
anxiety the surgeon was in under many circumstances 
when he committed that crime so terrible, to the 
laity, of ‘‘ leaving a sponge inside.’’ He instanced a 
midnight operation by candle light which he had once 
had to perform in a farmhouse on a pulseless woman 
with a perforated duodenal ulcer. He had urged the 
strange nurse repeatedly to be responsible for the 
sponges, but when at the end he asked for her final 
count she assured him they were all there, though 
he held one concealed in his hand. 


Blackmail. 

To illustrate the danger of what he would term 
minor ‘ blackmail,’’ he instanced the man with the 
hysterical wife who ran a bill with the doctor for a 
year or so, and when the account was presented 
threatened an action for negligence if it were pressed. 
He repeated exactly the same thing with another 
doctor. Neither doctor was a member of a defence 








1026 


THE LANCET, | 


NEWCASTLE AND NORTHERN COUNTIES MEDICAL SOCIETY. 





[Nov. 12, 1927 








union and both said: ‘* What is the good of going 
to court? Let it slide.”” That was cowardice to 
their profession. The doctor accused of negligence 
was bound to follow up the matter for the sake of his 
profession. If no woman should be examined without 
the presence of a third party, then a fortiori no 
anesthetic should ever be given to a woman alone. 
Even gas given for a dentist might produce illusions 
of assault in the mind of a highly-strung patient. 

One thing went beyond medical etiquette, and 
that was the duty owed to the public. If a young 
girl was engaged to a man known to have florid 
syphilis, the speaker would advise the doctor to do 
all in his power to stop the marriage. His last word 
was: Beware of the telephone. He knew case after 
case where private messages had been tapped, and 
quoted one where a patient had left him saying he 
was about to lunch at a certain club. Half an hour 
later a voice on the telephone said it was Mr. So-and-So 
speaking from that club, and asking that a copy of 
the prescription might be sent to him at that address. 
As Sir Herbert Waterhouse in this case had given no 
prescription the fraud was obvious, and the voice 
proved to be that of a private detective set to watch 
the patient by his wife. 

Mr. RAYNER GODDARD, speaking as a * G.P. of 
the law,”’ pointed out the * legal peril ’’ of the sub- 
poena, which dragged doctors away from their work 
to give evidence, perhaps in some accident case where 
they had happened to treat a victim now claiming 
damages. The great complaint of the doctor was 
not that he was liable to be brought to court for 
negligence, but that scientific matters would there 
be, dealt with before unscientific minds. Every 
profession was open to actions for negligence and the 
proportion of doctors who ever came to court was 
remarkably small; there was no peril that need 
haunt them. The only remedy was insurance. Every 
profession had members of whom it was ashamed, 
but he could not agree that it should be impossible 


for doctors to testify against their professional 
brethren. It was the bounden duty of a medical 


man who honestly believed that a brother practitioner 
had committed a grave wrong on a fellow citizen 
to further the ends of justice and give evidence 
against him. He held no brief for juries, and recent 
legislation seemed to tend more and more to reduce 
rather than to extend the jurisdiction of the jury. 
Accused persons accepted this readily enough, save 
for “old lags’? who knew their best chance was 
to go before a jury. Nevertheless, he did not think 
the profession would be well advised to get their 
cases withdrawn from the consideration of a jury 
or that juries were prone to be antagonistic to doctors 
whose professional reputation was at stake. 

A Judicial Tribunal to Give the Lunacy Certificate. 

In the matter of the lunacy certificate, he quoted 
the considered judgment of Lord Justice Scrutton 
in the case of Everett v. Griffiths. His lordship had 
there expressed the opinion that there was no con- 
tractual duty between the doctor (a Poor-law officer) 
and the patient, and that the doctor’s certificate was 
not the effective cause of detention. This raised 
most important questions to which no final answer 
had been given. In the absence of contractual 
liability there could be no negligence. Another 
important point was the position of the doctor who 
refused to certify and ‘ negligently ’’ declared to be 
sane a person who next day committed an antisocial 
act. The trend of opinion in the House of Lords 
seemed to be that the doctor who examined a patient 
in any circumstances did owe a duty to the patient 
to be careful. The law allowed protection to judges 
and magistrates and those who performed public 
duties in order that the duties might be fearlessly done. 
There ought to be some such protection for the doctor 
signing the lunacy certificate. He suggested that 
no person should be finally committed to an asylum 
until he had been reported on by a “ judicial tribunal ” 
of three medical men, and that no doctor should be 
proceeded against if he had referred the case to that 
tribunal in good faith. 





Dr. TEMPLE GREY agreed that doctors themselves 
were to blame if actions for malpraxis succeeded, 
but the lunacy certificate was a very different matter. 
A judicial authority willing to take the responsibility 
of the certificate must be found; there was no lack 
of men with double qualifications. The anomaly of 
the ‘* effective cause ”’ of detention could be rectified 
as easily as had the problem of jurisdiction in terri- 
torial waters after the case of Rex v. Keen. The 
responsibility of the judicial authority ought to be 
clearly settled and a real legal peril removed from 
doctors who were not free to avoid it, for doctors as 
a class were far too aware of their duties as citizens 
ever to refuse to certify. 

Dr. PERcy SMITH disagreed with Mr. Goddard’s 
suggestion of a panel of three doctors, on account 
of the extra trouble to relatives in acute cases of 
mental breakdown. The Lunacy Act regarded 
statements on a certificate as equivalent to a statement 
on oath; why should they not be so regarded in 
court ? The so-called ‘“ protection’ clause in the 
Act was a reversal of the ordinary principle that the 
onus of proof should be on the prosecution. He 
advocated the ‘‘ Provisional Treatment Order,’’ and 
pointed out that by far the majority of recovered 
patients were grateful. Actions were brought by 
those without insight.—Dr. NEAL briefly replied. 


NEWCASTLE AND NORTHERN COUNTIES 
MEDICAL SOCIETY. 

A MEETING of this Society was held at Newcastle 
on Noy. 3rd, Dr. STANLEY RAw presiding. Dr. J. C. 
SPENCE read a paper on the 

Liver and Pernicious Anemia, 

in which he reported the results of cases treated in 
the Royal Victoria Infirmary, Newcastle, by the liver 
diet of Minot and Murphy. He first paid tribute to 
the manner in which these American workers had 
approached and pursued their researches. It was a 
beautiful example of the application of the scientific 
method to a clinical problem, and had yielded a 
result which would rank as one of the most important 
discoveries in medicine in recent years. This discovery 
had a greater significance than the mere provision of 
a cure for pernicious anemia, for it would probably 
throw fresh light on physiological processes, both in 
the liver and in the generation of blood cells. 

Dr. Spence described the results of using a liver 
diet or an effective liver extract in 20 successive cases 
of pernicious anzwemia, which had been treated in the 
Newcastle Infirmary since the beginning of the year, 
and contrasted these with ten control cases on older 
methods of treatment. The results, he said, had 
merely confirmed those of Minot and Murphy. In 
19 cases there had been a prompt and rapid rise of 
red blood cells with quick improvement of the 
patient’s general condition. One case only had 
failed to respond, for a reason which was not yet 
clear. In the 19 successful cases the red cells had 
risen to more than 4} millions within two months, 
and in some cases had reached 6 millions. Referring 
to the tendency to relapse when an adequate amount 
of liver was not taken continuously, Dr. Spence said 
that the response seemed to depend on the amount 
of liver taken, and that harm might result from taking 
too much liver after the stage of cure had been reached. 
This was illustrated by three cases in which the patients 
had eaten a pound of liver a day for three months 
after the blood cells had been restored to their normal 


level. In each of these the red cells had reached 
6 millions. Two of the patients had developed acute 
gout, whilst the third had developed the more 


serious complication 
cedema of the legs. 


of venous thrombosis with 
This suggested that it was 


necessary to control the dosage of the liver by frequent 
blood counts, and he thought that in practice it 
would be found that once a cure had been established 
it would suffice in most cases to maintain the patient's 
condition by giving about 8 oz. of liver three times 
aweek. The danger of provoking gout would probably 
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be overcome when treatment by liver feeding was 
replaced by the giving of an effective liver extract. 
Following the lines laid down by Cohn, an extract 
had been prepared in the Chemical Pathology Depart- 
ment of the infirmary and had been used with 
success in three cases; 20 to 25g. of this extract 
had been given daily to these patients, and had 
produced a reticulocyte crisis, rise of red cells, and 
improvement of the symptoms within seven days of 
its use. The sudden appearance of reticulated red 
cells in the blood stream was one of the most interest- 
ing and important signs of the restoration of the 
bone-marrow to its normal state of function. 
A clinical sign which was almost as dramatic was the 
rapid disappearance of the tongue symptoms. These 
had disappeared in one severe case before any rise 
in blood cells had taken place, and before the height 
of the reticulocyte crisis had been reached. 

Dr. Spence discussed the bearing of Minot and 
Murphy’s work on the explanation of the pathogenesis 
of pernicious anemia. It appeared, he said, to dispose 
of the prevalent theory that the condition was due to 
a hemolytic process, and probably hemolytic strepto- 
cocci in the gut had nothing to do with the disease. 


ROYAL ACADEMY OF MEDICINE 
IRELAND. 





IN 


SECTION OF MEDICINE. 

A MEETING of this Section was held on Oct. 28th, 
Dr. G. E, NESBITT, the President, in the chair. 

Dr. H. F. Moore and Dr. A. R. J. DUNGAN contri- 
buted a paper on the 
Minot-Murphy Diet in Treatment of Pernicious Anemia. 
They described five cases which had been treated 
with liver for periods ranging from seven to twelve 
months. In all of them clinical improvement had 
started within a few days of beginning the treatment, 
and there had been marked and rapid increase in 
the number of red blood corpuscles and the haemo- 
globin ; in four of the cases the leucocytes had tended 
to increase in number and the colour-index to 
diminish, whilst anisocytosis and poikilocytosis had 
disappeared. Complete remissions with practically 
normal blood-counts had been induced in all the 
patients, and so far they had persisted. Glossitis had 
cleared up and the patients had been able to resume 
their normal lives. Dr. Moore and Dr. Dungan con- 
cluded that the Minot-Murphy diet treatment of 
pernicious anzmia was astonishingly successful in 
inducing a remission. Dr. Dungan explained that 
the colour-indices had been calculated on the classical 
basis, but by reason of the marked sex- and age- 
variations in both red cell-count and hawmoglobin- 
content, he doubted whether this was altogether 
rational. The success of the diet might possibly be 
evidence against the theory that pernicious anzemia 
was due to a chronic intoxication, since it seemed 
unlikely that a marrow undergoing a continuous slow 
poisoning would recover its function so dramatically 
after the administration of a comparatively simple 
chemical substance. On the other hand, the anzmia 
might be due to damage caused by a previous infec- 
tion, such as was believed to occur in the pancreas 
in diabetes. In some of the cases of Minot and 
Murphy, the actual volume of the red corpuscles had 
increased more than fourfold under treatment, and 
if studies in blood volume had been possible in the 
present series they would presumably have shown a 
similar result. 

Dr. L. ABRAHAMSON said that he had treated three 
cases by the method. In the first case of pernicious 
anemia the patient had been so ill on admission to 
hospital that he could not tolerate liver or any solid 
food, and the treatment had not had a fair trial. In 
the second, a typical case of pernicious answmia, the 
patient was admitted to hospital on Sept. 28th, 
1927, with a red cell-count of 1,310,000 per c.mm., 
and a hemoglobin percentage of 35. After 19 days 
of liver feeding the red cell-count had increased to 





close on 4,000,000 per c.mm., arid the hw#moglobin to 
60 per cent. Improvement in the general symptoms 
had been dramatic. The increase in reticulocytes 
described by Minot and Murphy had not been noted 
in this case. The third case treated was one of severe 
secondary anemia and had shown no improvement 
on liver treatment. Dr. Abrahamson thought that 
it would be necessary to wait for some years before 
the results of this treatment could be evaluated ; but 
it was encouraging to read that cases had been fol- 
lowed for over three years without relapse. The 
liver treatment was an important departure in thera- 
peutics generally, and in pernicious anzmia it was 
not only a promising method of treatment, but was 
also likely to clear up the «etiology. He thought that 
the success of liver feeding argued against the theory 
of intestinal toxemia. 

Dr. V. M. SYNGE had so far only treated one case, 
the patient being a woman of 25. 

For three months before admission to hospital she had 
typical symptoms of pernicious anewmia and a typical blood 
picture. When she was admitted Dr. Synge had not heard 
of the Minot-Murphy method, and tried ordinary treatment. 
She was unable to take arsenic by the mouth, but had 
arsenic injections. Liver treatment was started at the 
end of last May. After a week there was very marked 
improvement, and she left hospital healthy and fit, though 
a little anemic, at the end of June. She was now in excel- 
lent health and was taking liver and hydrochloric acid daily. 
In the diagnosis of doubtful cases of pernicious 
anemia Dr. Synge thought that the most reliable 
test was the estimation of bilirubin in the blood. 
Since he had started using this test he had never 
found a case of pernicious anzemia in which it had 
not held good. 

Prof. S. S. PRINGLE said that perhaps the new 
knowledge of the value of liver feeding in pernicious 
anemia would later throw light on blood-formation 
by the spleen. 

Prof. J. W. BIGGER asked whether liver treatment 
had been tried in such forms of secondary anzmia 
as bothriocephalus anzmia. 

Prof. J. M. O’CONNOR said that he could hardly 
regard liver treatment as being successful owing to 
its action on the bone-marrow. If the results were 
due to bone-marrow stimulation a distinct change 
might be expected in the white cell-count. 

Dr. A. R. PARSONS pointed out that the real diffi- 
culty was to treat pernicious anemia in the relapse. 
No one could yet say that the results of liver treat- 
ment were going to be permanent, but it was en- 
couraging to note that Minot had got nearly as good 
results in third attacks as he had in first attacks. 

Dr. R. A. Q. O’MEaraA said that the microscopic 
picture of the bone-marrow in pernicious an«wmia 
was one not of destruction but of very active regenera- 
tion. In favour of the toxic origin of the disease 
were the peculiar cases in which pernicious anaemia 
started with achlorhydria which was followed by 
subacute combined degeneration and later by symp- 
toms of anemia. He agreed with Dr. Synge that the 
van den Bergh reaction gave valuable information 
as to the nature of the anzwmia, and he thought it 
would be interesting to see the effect of liver treat- 
ment on the bilirubin content of the blood. 

Dr. H. QUINLAN, referring to a patient of his who 
had at first been unable to take liver, said that 
in cases like this a liver extract or powder would be 
a great improvement. He had treated two other 
cases; one of them had greatly improved, but the 
other had not. 

Dr. E. T. FREEMAN asked if any alteration had 
been noticed in the blood pressure of patients who 
had taken large quantities of liver. 

Dr. Moore, in reply, thought that care should be 
taken for the present about mentioning the word 
gland until it was found out whether the therapeutic 
substance was a hormone or not. The literature 
stated that liver was much more effective if given 
raw than when cooked. In some cases he had found 


that the blood pressure had risen, but only slightly, 
and not more than would be accounted for by the 
patient’s general improvement. 
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Rebietus and Notices of Books. 


MEDICcO-LEGAL INJURIES. 
By ARCHIBALD McKEnNprIcK, F.R.C.S. Edin., 
Medical Referee under Workmen’s Compensation 
Act; Consulting Radiologist to Edinburgh Royal 
Infirmary. London: Edward Arnold and Co. 
1927. Pp. 341. 18s. 

THE general scope of this book is indicated in 
another column. It deals with injuries “ arising out of, 
and in the course of, employment ”’ as defined by the 
Workmen’s Compensation Act. No attempt is made 
to describe criminal cases; no reference is made 
to industrial diseases which are by definition the 
results of ‘“‘ accidents ’’ within the meaning of the 
Act, and no mention is made of injuries to the special 
senses. - 

A long and helpful section is devoted to injuries 
of the back, where the difficulties of making an accurate 
diagnosis and prognosis are well known. After an 
elementary but sufficient description of the anatomy 
of the spine, we have a clear account of the curves, 
movements, and supports of the column; we have 
a description of two types of violence to which the 
back may be subjected: (1) intrinsic (from muscular 
action), and (2) extrinsic (from violence applied from 
without). A heavy lift ‘‘ may cause strain of the 
muscles, but it cannot cause damage to the spine 
itself.””. If, however, the strain under which the 
musc'es are acting is suddenly released, as when the 
handle breaks from a heavy weight, then either the 
opposing muscles may be injured or so much ‘‘whip ”’ is 
imparted to the spine that this may snap. Only two 
types of extrinsic violence are described at length 
—falls on the buttocks and overbending of the spine. 
Fractures of the bodies of the vertebre are a much 
more frequent result of these accidents than is generally 
supposed. Three cases are quoted in which falls on 
the buttocks have caused fractures of the first or 
second vertebre. Each of these patients was able 
to continue his work at the time, and the fracture was 
only discovered by X ray examination at some later 
date. Of overbending of the spine generally it is 
said that injury to ligaments results amounting 
‘*to sprain of spinal joints.””’ Sometimes there is a 
fracture or fracture dislocation of the vertebre, but 
we are told that this ** cannot possibly cause damage 
to the muscles, because the muscles are not actually 
overstretched even when the spine is bent beyond its 
normal limits.’”’ As a result of overbending the 
spine backwards, the anterior common ligament may 
be torn, and an effusion take place in front of the bodies 
of the vertebre in the neighbourhood of the injury. 
Soon after the accident the bone becomes spongy 
and porous, and casts a faint shadow only on an 
X ray film, and it may be exceedingly difficult in 
such cases to make a differential diagnosis between 
uncomplicated strain and tuberculosis of the spine. 
The large majority of these cases clear up in time, 
but two cases are quoted in which tuberculous disease 
eventually developed at the site of injury. In writing 
a report on injuries of the back the greatest care must 
be taken in obtaining an accurate and detailed account 
of the accident. Often a patient will say that he 
‘‘ricked his back,’’ when on further questioning the 
actual injury may prove to have been a compression, 
strain, or a blow which he thought had “ ricked his 
back.”” The examination should be conducted in a 
syst: matic manner, and the same sequence should be 
adopted in each case. Very good rules are given for 
the examination of muscles in cases of back injury. 
Boarded muscles may exhibit a peculiar sign termed 
“ give.” according to the condition which is causing 
the boarding ; the patient is asked to bend forwards, 
and the examiner places his hand on the boarded 
muscles and keeps it there for a full minute, and 
if there is no ‘“ give,’’ something radically wrong 
with the spine may be found—e.g., tuberculosis. 
If there is a more or less gradual “ give ”’ followed 
by a shorter ‘‘ give’ the muscles themselves are at 





fault. But if there is no “ give’”’ at first and then a 
somewhat sudden and short “ give,’’ and then a 
longer ‘*‘ give,’’ so on, until the back is fully bent, it 
may be taken as strong presumptive evidence of 
malingering. Full instructions are given as to the 
simplest methods of measuring the movements of 
the spine, and diagrams are appended to show how 
little of the movement of bending forward is accom- 
plished by the spine, and how much is due to flexion 
of the pelvis at the hips. The pitfalls in interpreting 
X ray films of the spine are explained. and it is noted 
that the fifth lumbar vertebra is seldom injured, yet 
owing to the impossibility of obtaining a clear X ray 
picture of it without the overlapping shadow of the 
fourth lumbar vertebra or the sacrum, deformities 
and injuries are constantly being associated with it. 
‘** Railway spine’’ is dealt with in a short paragraph 
on page 147. Although frequent reference is made 
to this condition in the text the general reader would 
find it more convenient if all the particulars were 
collected under one heading. 

In discussing injuries of the head the writer deals 
for the first time with injuries that have not to be 
considered with reference to the Workmen’s Compensa- 
tion Acts, for example, bullet wounds. While con- 
sidering fractures of the skull he advances a new 
theory on fractures from contrecoup : 

‘* A person may fall and strike the back of the head on 
the ground and sustain a fracture, not at the back of the 
head, but in the front of the skull. Such fractures have 
hitherto been described as fractures from contre coup. 
A much more likely explanation is that during the fall the 
chin has come forcibly down against the chest and the 
violence has been transmitted to the front of the skull 
through the jaws.”’ 

On the difficult subject of pain Mr. McKendrick 
warns us that the amount of pain which an injured 
person suffers cannot be accurately gauged—only 
the patient ‘‘ knows what he feels.’’ But where there 
is genuine severe pain or tenderness there are signs 
which the examiner can appreciate and use as a 
very rough guide in estimating their degree. Five 
such signs are described: (1) Haggard appearance ; 
(2) rise in blood pressure when the painful area is 
pressed ; (3) dilatation of the pupil when the painful 
area is pressed ; (4) increase in pulse-rate when the 
painful area is pressed; (5) boarding of the muscles 
over the tender area. Sweating and flushing are not 
included in the list. 

Rupture of internal organs and _ blood-vessels 
always affords a subject for spirited medico-legal 
argument. The pathology of these conditions is 
clearly defined, and the way in which aggravation of 
an old-standing disease is brought about is explained. 
Yet in the two cases quoted it is very cifficult to 
understand how the court came to its decision. 
No mention is made of gastric ulcer caused by trauma, 
and yet it is a definitely recognisable condition and 
has, on at least one occasion, been established in the 
English court. The chapter on hernia is clear 
and on the whole unbiased, but it star's and 
finishes with statements which will not pass unchal- 
lenged. On page 248 we are told that ‘‘ the most 
up-to-date medical opinion is in effect that there is 
no such thing as traumatic hernia.’”’ And on page 254 : 
‘* Hernia may be aggravated by an accident such as 
strain. If this happens the aggravation passes off 
with the reduction of the hernia.’”’ This claim will 
be absolutely rejected by many. Even allowing 
the presence of a congenital sac, there can be no 
reasonable doubt that when a hernia is forced through 
for the first time, there is definite stretching or 
tearing of muscle which does not completely recover 
with the reduction of the hernia, so that a very much 
smaller strain will in future determine the descent of 
the hernia. 

A book of this description should find its greatest 
use for reference in particular cases. We expect that 
it will be constantly produced in court, and for this 
purpose it is well designed. It is light and of a size 
that will readily go into a brief bag; moreover, the 
printing is distinct and the diagrams and illustrations 
are good. Appendix 3 is a glossary of medical terms, 
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and this, though necessarily incomplete, is extremely 
useful, the descriptions being short and _ clear. 
The writer has had much experience with the Scottish 
miner and some of the technical terms are not readily 
understood from the context ; a “ hutch” is appar- 
ently the northern equivalent of a *‘ tram ”’ or ‘* dram.”’ 
Occasionally Scottish law terms are used—e.g., the 
‘“pursuer’’ is in the English courts known as the 
‘* applicant.” 

This book will be found of equal value to the 
practitioner, who is occasionally called upon to 
examine medico-legal cases, as to the responsible 
laymen for whom ic is written. 





INTRACRANIAL TUMOURS. 


Some Errors in their Diagnosis. By Sir JAMES 
PURVES-STEWART, K.C.M.G., M.D., F.R.C.P., 
Senior Physician toWestminster Hospital. London: 
Humphrey Milford, Oxford University 
1927. Pp. 206. 12s. 6d. 

Tis useful and readable little volume is elaborated 
from the presidential address given by its author to 
the Neurological Section of the Royal Society of 
Medicine. It is based on a painstaking survey and 
analysis of some 253 personal cases of intracranial 
tumour—an experience amply sufficient to prove 
fruitful for both accuracy of diagnosis and avoidance 
of error. A tabulation of the local types encountered 


Press. 


in 121 anatomically verified cases reveals tumours 
of practically every site imaginable, the greater 
number being cortical (52) and cerebellar (29), 


Clinical syndromes for the different type: are pro- 
vided by a selection of appropriately illustrative 
cases. Some pitfalls in diagnosis are exemplified, 
and some errors candidly commented on. A large 
number of photographic and other illustrations serve 
to elucidate the text. With so much material, and 
where the author has obviously so much moreeto 
say, it is perhaps regrettable that statistical survey 


has not been carried further—e.g., in respect of 
survival rate, duration, histological type, &c. The 
clinical histories are full and satisfying, yet they 


entail careful reading if their significance is to be 
grasped, and summaries representative of each local 
type would have been helpful. As it is, the book 
will be appreciated most by those with comparable 
experience. Pee 
Die chirurgische Behandlung der Gehirntumoren ; 
eine klinische Studie. By Dr. HERBERT OLIVE- 
CRONA, Oberarzt of the Surgical Clinic, Sera- 
phimerkrankenhaus, Stockholm. Berlin: Julius 

Springer. 1927. Pp. 344. Rm.27. 

Dr. Olivecrona’s fine monograph is based on the 
complete investigation of some 105 cases of intra- 
cranial growth, of which 75 were verified by opera- 
tion or autopsy. A pathological classification shows 
41 to have been gliomas, 11 meningiomas, and 12 
neurinomas ; rarities (cholesteatoma, angioma, tuber- 
culoma, metastatic tumours) occurred a few times. 
This classification is followed also from the clinical 
side; that is to say, a chapter is devoted to the 
clinical study of glioma, the next to a similar study 
of the clinical syndromes of meningioma, and so 
forth. For such an arrangement we have nothing 
but praise; it is precisely the line of investigation, 
hitherto largely neglected, that is calculated to prove 
fertile for both clinician and neuropathologist. To 
find some indications beforehand of the histological 
type likely to be met with in a given case for explora- 
tion is a consummation often sought in vain; any 
clues facilitating the search are welcome. For each 
of his pathological groups the author gives a sum- 
mary; as an example, he has had 28 cases of supra- 
tentorial glioma ; clinical diagnosis before operation, 
operation-mortality, cause of death, relation of this 
last point to nature of tumour, prognosis, operability, 
&c., are all examined with conspicuous candour and 
lucidity. These are precisely the matters on which 
the conscientious neurologist is ever seeking further 
light to be thrown, yet few indeed of the writers on 





cerebral tumours deal with them adequately. Atten- 
tion is also directed to present-day improvements in 
technical method (X ray, ventriculography, explora- 
tory puncture) and, of course, a large section is con- 
cerned with surgical procedure, Of 85 cases operated 
on death followed in 34. No less than 15 causes of 
death are tabulated and scrutinised, post-operative 
rise of pressure through general cerebral 
being responsible for 13 of the 34 fatalities. Many 
other highly instructive summaries are given; as a 
single example, the frequency of papillcedema, not in 
varieties of localisation but in the different patho- 
logical types of tumour, is examined. 

It is gratifying to scan the pages of a monograph 


cedema 


so original and so practical in its bearings. It will 

repay fully a minute perusal. 

PERIODIC HEALTH EXAMINATION. 
How to Make Periodic Health Examinations. By 
EUGENE LYMAN Fisk, M.D., Medical Director. 
Life Extension Institute; and J. RAMSER 


CRAWFORD, M.D., Assistant Director, Life Exten- 

sion Institute. New York: Macmillan Company. 

1927. Pp. 393. 

In 1861 Dr. Horace Dobell urged the institution of 
a system of periodical examination, and at the present 
day the principle has many sponsors. For those who 
retain any doubt as to its practicability the manual 
before us by Dr. Fisk and Dr. Crawford, both of wide 
experience in this field, should prove useful. It is 
the outcome of a smaller book prepared with the 
assistance of a special committee of the medical staff 
of the New York Life Extension Institute, and 
each of the sections dealing with regional examinations 
now has an introduction supplied by an expert. The 
preliminaries concerned with  history-taking and 
recording are first described along with a discussion 
of equipment and routine procedure. Next follow 
14 sections on different regions in detail; here the 
description of the taking of blood pressure (p. 85) and 
of the nervous system are particularly good. The 
section on laboratory methods and standards reflects 
the wholesome attitude to laboratory tests adopted 


by Dr. Mazyck P. Ravenel. The author of the 
anonymous final section on ** counselling ”’ is to be 


congratulated on the competent manner in which he 
handles a difficult subject. The numerous charts 
given in the appendix are not as terrifying as they 
appear at first sight. There are some illuminating 
statistics and a good bibliography and index. 


DISEASES OF THE SKIN. 
Second edition. By RoBperr W. MACKENNA, 
M.D)., Lecturer in Dermatology, University of 
Liverpool ; Hon. Dermatologist, Royal Infirmary, 
Liverpool. London: Bailliére, Tindall and Cox. 
1927. Pp. 452. With 179 illustrations, including 
36 in colour. 25s. 

THE immense subject of eczema is a test of the 
merits of a text-book on the skin, for it is one which 
makes the most searching demands on the writer's 
experience, logic, and literary knowledge. Dr. 
Mackenna has managed to compress all that it is 
necessary for the practitioner to remember into 
27 pages, which include 10 admirable illustrations of 
the most typical examples of this protean disease. 
There is no attempt to dogmatise, and all the theories 
of causation are considered in very simple terms. It 
is, however, clear that the author favours an under- 
lying dyscrasia of the skin itself as the most potent 
factor in production, and in so doing he identifies 
himself with the most progressive schools of the day. 
The forms of treatment advised for eczema reveal 


profound experience of all the difficulties that may 
arise, and that can largely be prevented by a judicious 
selection of specific applications in the various stages. 
The formule are simple and not too numerous, and in 
addition to an outline of therapeutic methods for the 
disease as a whole there are separate paragraphs for 
special manifestations in the various parts of the body, 
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such as the anus, vulva, and breast. The practitioner 
will probably find this the most useful chapter in the 
book. An excellent feature of the work as a whole 
is the free use of tables showing important points in 
the differential diagnosis of such diseases as dermatitis 
herpetiformis and pemphigus, erythema nodosum 
and tuberculous and syphilitic gummata of the legs, 
psoriasis, and psoriasiform syphilides. These will 
greatly assist the student. There is an index both of 
subjects and authors, and the literary references are 
well chosen and not too numerous. The book has 
arrived at its second edition in four years, and 
certainly deserves to be placed among the first three 
or four English publications of its kind. 





THE LIFE OF THE FLY. 


The Insect’s Homer. With which are interspersed 
Some Chapters of Autobiography. By J. H. FABRE. 
Translated by A. T. DE Matros. London : Hodder 
and Stoughton. Pp. 317. 2s. 6d. 


THE title seems to be confused, but the volume is a 
well-printed and splendidly cheap reprint of Fabre’s 
few essays about diptera, made up with a chapter 
on caddis-worms and several, which are specially 
interesting, on his mathematical studies, his visit to 
Paris to receive the Legion of Honour, and other 
personal matters. It would be much improved by 
some simple illustrations, but that is probably 
impossible at the price. 





MEDICINE IN NEW ZEALAND. 


Proceedings of the University of Otago Medical 
School. No. 4, 1927. Edited by D. W. CARMALT 
Jones, M.D., F.R.C.P. Dunedin: Budget, Ltd. 


THis volume contains 13 papers by members of 
the Otago Medical School, reprinted from various 
Australasian journals. The first four comprise 
Parts III. to VII. of a treatise in preparation by Dr. 
John Malcolm and others, of the New Zealand 
Institute, on the food values of New Zealand fish, and 
deal respectively with the shell-fish pana (Haliotis 
iris), the relation between the fats of the red cod and 
its food, the vitamin-A content of mutton-bird oil 
and certain fish oils, and the vitamin content of the 
tarahiki. The results have a commercial as well as a 
scientific significance, for they show that the pana is 
a valuable food of high protein content, that mutton- 
bird oil is one of the richest natural sources of 
vitamin A, and that tarahiki, a breakfast ration of 
which would probably supply an adult’s requirements 
of A, would be in many ways a suitable fish for canning. 
A fact that constantly appears in these researches is 
that fish seem to store the fat of their food almost 
unchanged, and an analysis of it can often be relied 
on for accurate information about their feeding habits. 
The last three papers in the collection are devoted to the 
study of hydatid disease, which is a notifiable disease 
in New Zealand, and which, besides claiming about 
a hundred victims every year, causes great loss to 
the meat-exporting industry. Mr. Roland Fulton, 
in a survey of 90 cases, gives a death-rate of 23-3 per 
cent. and a recurrence-rate of 16-6 per cent. The high 
mortality is due to suppuration, which occurred in 
19 cases as a result of late diagnosis, and the danger 
of leaving cysts behind after operation is much 
greater in suppurating cases. The problem, therefore, 
is chiefly one of diagnosis, and Messrs. C. C. Anderson 
and C. E. Hercus contribute to its solution from the 
X ray and the laboratory sides respectively. Mr. 
Anderson also contributes a paper on the X ray 
examination of the gall-bladder. The remainder of 
the collection consists of two studies by the editor on 
the relations of temperature and pulse-rate and on 
chronic arthritis ; papers on pneumococcal peritonitis 
and ureteral strictures by Mr. J. A. Jenkins, and 
an account by Dr. Ruth Barclay of an unusual 
fracture of the elbow-joint. The radiological articles 
are illustrated by several good skiagrams. 





JOURNALS. 

JOURNAL OF PATHOLOGY AND BACTERIOLOGY. 
Vol. XXX., No. 4. October, 1927.—Healed Tuber- 
culoma of Cerebellum, by M. J. Stewart (Leeds). 
An old calcified tuberculous mass in the right lobe of 
the cerebellum, visible by X rays and causing no 
symptoms.—Large Calcified Tuberculoma of Cerebrum, 
by R. P. Smith (Newcastle). A similar case but with 
an old history of cerebral symptoms.—Diphtheria 
Toxoid-Antitoxin Floccules, by A. T. Glenny and 
C. G. Pope (Beckenham). The Ramon precipitate 
from mixtures of toxoid and antitoxin is as good 
an antigen for active immunisation as that from toxin 
and antitoxin and has the great advantage of bein 
free from any danger from excess of toxin.—A 
Comparison of the English, German, and Japanese 
Systems of Classification of Dysentery Bacilli, by 
D. Kalic (London). <A useful synonymy is arrived at 
by agglutination and absorption tests.—Tumours of 
the Rabbit, by C. J. Polson (Manchester). Fourteen 
tumours are described, mostly carcinoma of uterus. 
—Effects of Coal Dust on the Silicotic Lung, by S. L. 
Cummins (Cardiff). Coal dust is usually harmless 
to the lungs, and, indeed, may actually stimulate 
the phagocytic mechanism to remove other particles 
more completely. But if the lymphatics have been 
blocked by previous silicosis, any considerable further 
exposure to coal dust may be very detrimental.— 
The Activity of the Thyroid Gland in Relation to 
the Staining Reactions of the Colloid, by Evelyn 
E. Hewer (London). An attempt to correlate the 
activity of the gland with the empirical staining 
reactions of the colloid.—Agglutination of Typhoid 
and Dysentery Organisms by the Sera of Mental 
Hospital Patients, by F. A. Pickworth (Birmingham). 
About a quarter of the patients admitted to asylums 
show some agglutination with enteric bacilli; the 
author does not adduce any evidence that normal 
pedple do not do the same. After repeated doses 
of T.A.B. vaccine different patients show very different 
agglutination responses to the different bacilli.—A 
Hypernephroma of Atypical Structure, by J. Gray 
(Aberdeen). An example which, by its papilliferous 
structure in parts, reveals the real nature of these 
tumours—i.e., renal carcinoma.—Thrombo-angeitis 
Obliterans, by R. O. Girdwood (Aberdeen). <A careful 
description of the anatomy and histology in a non- 
Jewish case.—The Production of Experimental 
Atheroma with Cholesterol, by R. W. Scarff (London). 
Atheroma can easily be produced in rabbits by adding 
cholesterol to their normal diet. Some months after 
feeding is discontinued the lesions bear a_ strong 
resemblance to those of human atheroma.— The 
Exotoxins of the Hemolytic Streptococci, by J. 
Smith (Aberdeen). A long series of careful experi- 
ments leads to the conclusion that all haemolytic 
streptococci (mastoiditis, osteomyelitis, erysipelas, 
puerperal septicemia, scarlet fever, &c.) produce 
identical exotoxins ; all are neutralised by scarlatinal 
horse antitoxin or the serum from a convalescent case 
of scarlet fever.—The Stability and Solubility of 
Diphtheria Toxin in Acid and Alkali, by Una Wallace 
(Beckenham). Alkali is more destructive than acid. 
—Complement Fixation in Mixtures of Toxin and 
Antitoxin, by H. R. Dean (Cambridge). With some 
difficulty it is demonstrated that the flocculating 
reaction between diphtheria toxin and antitoxin is 
accompanied by fixation of complement.—The 
Monocytes of the Rabbit in B. monocytogenes In- 
fection, by L. J. Witts and R. A. Webb (Cam- 
bridge). Monocytes may be recognised by their 
reactions to supravital staining; they come from 
the spleen and bone-marrow and cannot be identified 
with clasmatocytes.—Regeneration of the Pancreas, 
by G. R. Cameron (Melbourne). Partial removal 
of the pancreas in guinea-pigs is followed by 
regeneration of acinar and islet tissue which is 
inhibited by giving insulin or pituitrin. Pituitrin 
causes hypertrophy with a relative increase in islets.— 
Note on Preparing Mucicarmine, by H. W. Southgate 
(Croydon).—Obituary notice with portrait of C. D. 
Da Fano.—Book reviews. Indexes and title page. 























THE LANCET, |} 


MEDICINE AND THE CHURCH.—LARYNGECTOMY. 





[Nov. 12, 1927 1031 








THE LANCET. 


LONDON, SATURDAY, NOVEMBER 12, 1927. 








MEDICINE AND THE CHURCH. 

Sirk FARQUHAR Buzzarp, in his recent address at 
York published in this issue, describes the varying 
relations that have existed between medicine and the 
Church through the centuries; the harmony of these 
relations has always been a direct concern of mankind, 
which turns either to the physician or the priest in time 
of trouble. Progress in medicine has been synchronous 
with a gradual separation from the Church, and now 
the public places a reliance upon medicine which, 
as the speaker might have said without departing 
from his theme, sometimes leads the cynic to declare 
that man has found a new object for the faith once 
devoted only to the Church. We are viewed as the 
possessors of a gift of healing which neither medicine 
nor the Church may rightly claim, but the psychologist, 
even if he be one who subjects religion itself to psyeho- 
logical analysis, recognises that many men need 
support, something upon which to lean, and this need 
rests upon no rational basis but demands satisfaction 
in the face of allreason. ‘* Faith,” says Sir FARQUHAR 
Buzzarp, “ even if it is defined as the ability to believe 
that which there is no reason to think is true, is one 
of the commonest attributes of the human mind and, 
together with the almost universal fear of pain and 
sickness, forms an ideal and abundant soil for the work 
of the spiritual healer.’ Are we justified in leaving 
this soil untilled ? Should we be permitted to do so 
even if we desired? The public shows no sign of 
measuring our powers in the light of reason; its 
demands for enlightenment are not for knowledge 
but authoritative declaration upon which they may 
base a ritual of diet or drugs. When authority 
differs within itself—as it must when called upon for 
answers to questions that are unanswerable—the 
demand is for still higher authority that will provide 
a sure support. So great are the powers attributed 
to the magic of medical science that the public is 
aggrieved by the many diseases that remain unchecked; 
surely if the magic were only properly used the secrets 
of their cause and cure would be revealed. The cynic 
was right; man must have an object for the faith 
that is within him and, whether we like it or not, 
medicine now serves him as the object. Sir FARQUHAR 
BuzzaRp’s exposition of the limits of our powers is 
candid and welcome, and his disclaimer of the gifts 
of healing follows logically upon his views ; none the 
less, we shall be credited with something unknown 
and unintelligible—something not due merely to the 
ability to solve scientific problems. 

But, whilst he demands from medicine the renuncia- 
tion of the claim to cure, Sir FARQUHAR BUZZARD asks 
no less from the Church. Weight of religious authority 
is against the claim to cure “ organic” disease, and 
he looks forward to the time when the Chureh will 
have the courage to say that she makes no claim to 
spiritual healing. He is to be commended for this 
directness ; he knew that there would be criticism, 
and only by the expression of varying views can we 
obtain clearness. He takes the pathology of encepha- 
litis lethargica as a type of disorder illustrating the 
relationship of mind and matter without indicating 
the narrow limits within which such relationship is 
known to exist. The changes of character after 





encephalitis result from gross lesions of nerve structure 
followed by the liberation of instinctive urges which 
are normally under the control of higher centres now 
destroyed by disease. But do we know that disorders 
of structure always precede and determine disorders 
of emotion and behaviour? Are the racking doubts 
and fears of the psychasthenic, his stammerings and 
indecisions at times of stress, to be attributed to 
structural changes any more than are the criminal 
tendencies of other people, their gastronomic likes 
and dislikes, or their fierce political opinions. When 
Sir FARQUHAR BuzzaRD writes that “the use of the 
adjective ‘functional’ indicates that the disease or 
disorder described is attributed to a disturbance in 
the function of an organ without a physical change 
of structure such as we are able to detect,’ he allows 
for the belief that some physical change exists which 
some day we may hope to detect. Discussion here 
would soon lead us away from physiology to meta- 
physics, and it may be asked fairly whether, in the 
present state of our knowledge, anything more than 
chance has decreed that the troubles of the psych- 
asthenic, or even the hysteric, should belong to 
medicine rather than to the Church, or whether our 
use of the phrase “functional nervous disorder ”’ 
serves any other purpose than to signify our belief 
that they do so belong ? 

That in undertaking spiritual healing the Church 
might see herself in competition, not with medicine, 
but with quacks and charlatans, is an admission 
that there are sufferers who, failing to get relief 
from the methods of orthodox medicine, find it either 
at the hands of charlatans or in the ministrations of 
the Church. We know, indeed, that this is sometimes 
true of psychasthenics; and so long as that is so we 
must expect them to seek help in those quarters, 
The reasonable hope is that as our knowledge 
progresses steadily the number and variety of cases 
unrelieved by scientific medicine will decrease 
steadily. The dangers of unqualified meddling 
in organic disease are beyond dispute. If in the 
undefined territory of functional nervous disorder, 
with its associated mental conflict and worry and 
maladjustments to the demands of life, the line of 
demarcation between the functions of medicine and 
those of the Church may not be capable of exact 
determination at the present, this is not to say that 
the boundary is in any sense final. 


> 
— 


LARYNGECTOMY. 

TuE story of laryngectomy is the familiar one of a 
difficult operation designed to meet a desperate need. 
At first performed in unsuitable cases and attended by 
a high mortality,in the hands of a few under certain 
conditions it has become comparatively safe. Gradu- 
ally the scope and limitations of the operation have 
been laid down, the contra-indications defined, the 
details of technique, preparation, and after-treatment 
elaborated, with the result that the mortality has 
been lessened and the percentage of cures increased. 
This is the position which Mr. LIONEL COLLEDGE 
reviewed in his Semon lecture on Noy. 3rd. He 
pointed out how laryngectomy had been applied 
to cases of extrinsic cancer of the larynx (really 
pharyngeal cancer) in which the growth had origi- 
nated on the aryepiglottic folds or epiglottis, to 
post-cricoid carcinoma, and to growths arising in the 
fossa pyriformis. In the first class of these cases, lateral 
pharyngotomy, as planned by Mr. WILFRED TROTTER, 
is the more suitable operation ; in the second class 
it is not always necessary to excise the larynx, for in 
suitable cases a pharyngotomy, combined with the 
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use of plastic skin-flaps, will allow the resection of the 
lower part of the pharynx and upper end of the 
csophagus. For the third class, that of tumours of 
the pyriform fossa, the only prospect of success is 
given by the removal of the larynx with a portion of 
the pharynx ; GLUCK was the first to demonstrate the 
possibility of carrying through these very extensive 
operations to a successful conclusion. Mr. COLLEDGE 
complained that statistics and case reports commonly 
make no sufficient distinction between cases of excision 
limited to the larynx and these cases in which it has 
been combined with partial excision of the pharynx ; 
at the present time, he said, the operation should be 
judged by its success in dealing with cases of intrinsic 
cancer too advanced for such a conservative measure 
as laryngo-fissure—where, for instance, the disease 
has extended widely in the subglottic region, or has 
crossed the anterior commissure and invaded both 
vocal cords, where one or both cords are fixed and 
there is extension to the arytenoid region, or where 
the cancer has recurred after laryngo-fissure. 

To estimate the relative success of laryngo-fissure 
and laryngectomy may be difficult or impossible, 
for the selection of cases varies greatly with different 
surgeons and in different countries. Thus Tapra, of 
Madrid, has reported 107 cases with five deaths due 
to the operation, and it is possible that many of 
his patients would have been considered suitable cases 
for operation by laryngo-fissure in this country. 
In New York J. E. MACKENTY has performed 102 total 
laryngectomies as against only 22 thyrotomies; he 
writes “‘on some amazing statistics of cures by 
thyrotomy, and even by excision under suspension. 
Is it possible that the general profession in the 
regions from which these statistics emanate is more 
enlightened and more alert in the detection of 
laryngeal cancer than we are in New York and its 
environs ?”’ Mr. COLLEDGE answered this question in 
the affirmative; he considered it evident that a large 
proportion of Dr. MACKENTY’s patients were not seen 
by him until they had reached an advanced stage, 
since he had only obtained 66 per cent. of cures after 
laryngectomy for intrinic cancer, against some 80 per 
cent. of cures after thyro-fissure reported in British 
practice. But here, too, there is room for improvement 
in the early recognition of cancer of the larynx. 
Some patients may not seek prompt advice for the 
vocal impairment which is usually the only early 
symptom, but the laryngologist still sees far too 
many cases which have been treated for hoarseness 
without adequate examination until the cancer has 
spread too far for removal by thyrotomy. The lesser 
operation of laryngo-fissure, of course, gives a far 
better functional result than laryngectomy—a further 
reason for urging that patients be sent for treatment 
at an early stage. In illustration of this point, Sir 
STCLarR THOMSON showed at the meeting of the 
Laryngological Section of the Royal Society of 
Medicine (reported on another page) four medical 
men on whom he had performed the lesser operation 
at periods varying from 2} to 54 years previously. 
All had useful voices and were engaged in practice. 

The Semon lecturer concluded by discussing fully 
the ultimate results of laryngectomy from the point 
of view of function. He found that most patients 
develop a useful pharyngeal whisper, occasionally 
quite a loud voice, that they are usually cheerful and 
active, and that there is no direct evidence of special 
liability to pulmonary disorders. As the result of the 
abolition of nasal respiration, they are indeed remark- 
ably free from coryza. The permanent tracheotomy 


is part of the price paid for the cure of a disease which. 
unchecked, would eventually necessitate this operation 





in almost every case. It may be claimed, therefore, 
that the patient’s ultimate condition is no worse 
than that of one sutfering from any form of permanent 
or complete laryngeal stenosis. 


——$——— — 9 


DIET AND THE TEETH. 


THE introduction to the last report of the Medical 
Research Council says that there is evidence 
suggesting that the structure of the teeth is a sensitive 
index of the national health. This statement doubtless 
refers to Mrs. MELLANBY’s work on the relation of diet 
to calcification, for the direction of her researches 
during the last ten years has been to show that 
normal dental development depends on a sufficiency 
of the fat-soluble vitamins A and D in the diet. Her 
earlier results showed conclusively that in puppies 
the teeth can be modified according to the diet 
employed, and in 1923 she recorded an attempt to 
apply these findings to human pathology. Examina- 
tion of a number of deciduous teeth showed that a 
large proportion were defective in structure and 
might be regarded as hypoplastic, and it was found 
that these hypoplastic teeth were abnormally subject 
to caries. At that time the number studied was 
small, but a more recent paper ! describes observations 
of over 1000 deciduous teeth. They were first 
examined with the naked eye to detect any roughness 
or pitting which might indicate defective structure, 
and were accordingly graded as normal, slightly 
hypoplastic, hypoplastic, or severely hypoplastic. 
Ground sections were then made and the conditions 
of the enamel and dentine were noted, the latter 
being mainly relied on to provide a general index of 
the degree of calcification. The chief indication of 
defective structure was considered to be the presence 
of interglobular spaces. Dentine is built up of 
caleospherites which fuse together to form a matrix 
penetrated by the dentinal tubes, and the presence 
of interglobular spaces shows that these calco- 
spherites have coalesced imperfectly, which makes 
the dentine softer, less homogeneous, and presumably 
more readily attacked by caries. 

Mrs. MELLANBY’S scrupulous examination of these 
deciduous teeth showed that 14 per cent. were normal, 
21 per cent. were slightly hypoplastic, and 64 per 
cent. were severely hypoplastic. The deciduous 
incisors were better calcified than the deciduous 
molars, 49 per cent. of the incisors being normal 
as compared with 1 per cent. of the second molars. 
The explanation of this disparity is said to be that 
the crowns of the incisors are mostly calcified 
in utero, when the fetus is really carnivorous and 
is shielded from any deficiency in the maternal diet, 
The greater part of the deciduous molars is formed 
after birth, especially during the first few months of 
life when the infant is highly susceptible to dietetic 
deficiencies. It was interesting to find that only 
9 per cent. of the teeth obtained from school clinics 
were normal as compared with 28 per cent. of those 
which came from the private practice of dentists. 
Nearly 300 permanent teeth, chiefly first permanent 
molars, were examined in addition, and none of them 
could be classed as normal. But as Mrs. MELLANBY 
fairly points out, they had all been extracted for one 
reason or another, and therefore were not a real 
sample of the condition of the permanent teeth. 

Three questions arise from this laborious and 
valuable investigation. First, what is the normal 
structure of deciduous teeth ? An examination of Mrs, 
MELLANBY’sS microphotographs leaves no doubt that 


1 Brit. Dent. Jour., July, 1927. 
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in the cases of severe hypoplasia the structure is 
defective to an extent which diminishes the density 
of the teeth ; but it is by no means easy to be sure 
what is the significance of interglobular spaces as an 
index of faulty calcification. There are few sections 
of teeth which do not reveal some trace of these 
spaces, and it is arguable that without serial sections 
it is impossible to say that they are absent in any 
particular tooth. Interglobular spaces are very 
numerous in the teeth of whales, and also of horses; 
yet in these animals no one would regard them as a 
defect of structure, and still less as evidence of 
dietary indiscretion. Mrs. MELLANBY’s _ thesis 
appears to be that what may be termed lapses from 
the ideal architecture of the tooth—a degradation of 
structure—are associated with deficiency of fat- 
soluble vitamins. This is a reasonable hypothesis, 
but before it is accepted, it would be convenient to 
know the average structure of the deciduous teeth 
of the people of this country in the days when diet 
was more natural and the amount of caries—for one 
reason or another—was less. It would be useful also 
to have similar data concerning the teeth of other 
races both past and present. The second question is, 
How far is defective dental structure due to deficiencies 
of diet ? Is it certain that a balanced diet will ensure 
the growth of well-calcified teeth ? Comparative 
study of the microscopical structure of a large number 
of specimens should do much to decide these problems, 
though it is difficult to apply the results of animal 
experiments to the human organism. The last 
question is perhaps the most important. Does 
Mrs. MELLANBY’s work provide a sufficient explana- 
tion of the increased prevalence of dental caries, and 
is it justifiable to hope that more rational dietetics 
will produce teeth which will offer a greater resistance 
to decay ? At the present time our answers have to 
be guarded. There is little doubt that deficient 
structure is of vast importance in predisposing to 
caries, but it would be hazardous to assume that 
there has been a progressive degradation of the 
structure of the teeth or that such a degradation is 
the chief factor in the present high incidence of dental 
disease. Even if we could be sure that the architecture 
of the teeth has deteriorated we should still have to 
remember that there has also been an alteration in 
the dietetic habits of the nation, involving a steady 
increase in the consumption of fermentable carbo- 
hydrates and a decrease of the fibrous elements 
which scour the teeth and help to keep them clean. 


+ 
a 


ROYAL MEDICAL BENEVOLENT FUND 
GUILD: AN APPEAL. 


ONLY once before has this Fund made a public 
appeal—namely, in 1923—when the movement was 
inaugurated for founding in memoriam scholarships. 
Now, in order to raise £3000 in aid of the educational 
work of the Guild, Lady Fripp is organising a ball 
to be held at the Mayfair Hotel, on Thursday, 
Dec. Ist, at 10 p.m. The Duchess of York, the first 
Royal Patron of the Guild, has intimated her intention 
of being present. Tickets, if sold before Nov. 25rd, 
will be 2 guineas each, including certain refreshments. 
It is unnecessary to call the attention of our readers 
to the good work done by this Guild, and by the 
Royal Medical Benevolent Fund, of which it is an 
offshoot. The public, however, do not realise that 
there is any distress among members of the medical 
profession, and no opportunity should be lost by 
those in a position to point out the merits of such 
an excellent institution as the Guild. The ball, to 
the organisation of which Miss Tweedy, 100, Harley- 
street, W., is acting as honorary secretary, will afford 
an admirable opportunity to help practically where 
help is sorely needed. 








Annotations. 


“Ne quid nimis.” 


VENOUS PRESSURE. 

On all sides there is a tendency to replace the older 
empirical methods of clinical observation by accurate 
measurements and estimations, and though these 
are often too elaborate and expensive for use in 
general practice, many are of value in the investigation 
of disease and in judging the effects of treatment. 
An instance of this tendency is the estimation of 
venous pressure which has been used to some extent 
in America as a guide to prognosis and treatment 
in cases of heart failure. The method, perfected by 
Hooker,! consists in sealing a small glass funnel 
connected with a rubber bulb and a water manometer 
over a vein on the dorsum of the hand. The pressure 
is raised by compressing the bulb and the reading of 
the manometer is noted at the point at which the 
vein collapses. A correction is then made according 
to the position of the hand above or below the level 
of the right auricle. It is possible to get very accurate 
results by this method, and it has been established 
that the average venous pressure in a normal person 
never rises above 11 ecm. of water. In cases of 
heart failure the pressure is more or less raised, 
usually to between two and three times the normal 
figure. A ‘healthy ventricle with good reserve of power 
contracts with a force proportional to the amount of 
diastolic filling. A heart with little or no reserve is 
unable to respond to the load of venous pressure and 
contracts with decreasing vigour the more this is 
raised. Consequently the pressure in the veins rises 
still higher and the clinical picture of congestive heart 
failure becomes well established. Measurement of the 
venous pressure, therefore, registers with 


some 
precision the degree to which cardiac reserve is 
impaired. Clark? has shown that a fall or rise of 


venous pressure may give an indication of impending 
improvement or relapse one or two days before the 
change is apparent clinically by such methods as a 
comparison between fluid intake and output. Recently 
Eyster and Middleton * have investigated by this 
means cases of heart failure in which venesection was 


indicated on ordinary clinical grounds—that is to 
say, cases that showed cyanosis, dyspnoea, and 
congestion of the lungs. They found that in all 
such cases the venous pressure was raised before 
venesection and that an initial fall followed the 
operation. If the fall was maintained during the 


next 48 hours the prognosis was good, as it showed 
that the heart had some reserve power once it was 
relieved of the excessive load of venous pressure. 
If, on the other hand, the pressure soon rose again 
to an abnormal level, it showed that there was not 
strength in the myocardium to cope with even a 
moderate venous return and the prognosis was corre- 
spondingly bad. The apparatus is simple and the 
technique should prove easy to acquire. The results 
are far more accurate than those obtained by the 
better known Gaertner’s test. and the method seems 
worthy of further investigation on this side of the 
Atlantic. 


“REMINISCENCES OF A NAVAL SURGEON.” 


To Surgeon Rear-Admiral Jeans, C.M.G., all hours 
afloat are sunny or that, at all events, is the impression 
gained by reading his attractive account! of service 
in the Navy. So well and so gratefully does he 
remember his first seagoing ship that it is a picture of 
her ‘‘ lovable”? captain, the well-known Sir Edward 
Chichester, that Admiral Jeans presents as frontis- 
piece. This captain was one of the dogged, good- 

1 Hooker, D. R., and Eyster, J. A. E.: Bull. Johns Hopkins 
Hosp., 1909, xix., 274 


? Clark, A. H.: Arch. Int. Med., 1915, xvi., 587. 
* Eyster, J. A. E., and Middleton, W.S.: Amer. Jour. of 
Med. Sci., 1927, clxxiv., 486. 
* London: Sampson Low, Marston and Co. 
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natured West Countrymen of whom so many have 
adorned the records of the Navy, so unselfishly proud 
of Immortalité that she was to him, and to the ship’s 
company, ‘‘ our ’”’ ship, never ‘* my” ship, as many 
senior officers phrase it. All the writer’s ships were 
“happy,” yet like every seaman he enjoyed going 
ashore in South Africa to do a bit of soldiering with 
the 4°7 naval guns. There were compensations too, 
for ‘‘ the Army,” he says, ‘“‘ always treated us as their 
guests throughout the war.’’ Admiral Jeans gives an 
intimate account of Lord Roberts and Lord Kitchener 
directing the battle of Poplar Grove from the naval 
gun position. He was also in the Great War where he 
found Gallipoli, with its squandered lives and gallantry, 
a veritable nightmare. Midshipmen at Gallipoli did 
their work well, but were too young to stand the 
continual strain ; sleeping badly on their days off was 
the first sign of breakdown. The author is brave 
enough to doubt whether the present scheme for 
training cadets to be naval officers from the age 
of 13 years gives the country the best possible class 
of officer. Admiral Jeans is a skilled story-teller, 
his books about the Navy for boys are well known, and 
he has here many a good yarn to spin and some 
pictures to show. He was fortunate in being taught 
while at Haslar—by the son of a D.G., A.M.D.—to 
sail a boat; and when he gave up football at the age 
of 46 he discovered the joys of ‘‘ medicine ball.’’ He 
had little opportunity, on the other hand, for surgery 
till he had served for 15 years, and another 15 years 
later he reached the retiring age. Unwillingly enough, 
for his last sentence runs: ‘‘ If I had my life to live 
once again I should retread my steps.’’ This is a 
book which will make many young practitioners take 
thought about joining the Naval Medical Service. 


FOOT-AND-MOUTH DISEASE AND EPIDEMIO- 
LOGICAL THEORY. 


In the current issue of the Journal of Hygiene (1927, 
xxvi., 465) Prof. Major Greenwood sets out to portray 
and explain the most important features of an epidemic 
of foot-and-mouth disease. The difficulties of such 
a task are acknowledged. Among them are the 
inaccuracy of records—due to causes which are 
common to many diseases of man and animals, such 
as concealment or delay in notification of fresh cases— 
and the difficulty of tracing human and animal 
movements, and of ascertaining the sources of food- 
supply, and of other possible inanimate fomites. 
A further obstacle to epidemiological inquiry is the 
poverty of data bearing on the age and susceptibility 
of the animal population before and during an 
epidemic. 

Prof. Greenwood takes the available data on foot-and- 
mouth disease in Holland and endeavours to explain 
them in the light of recent experimental research. 
Though the artificial epidemics studied by Topley 
and Greenwood ! in this country and by Webster in 
the United States were amongst mice and were due 
to bacterial diseases—pasteurella and Bacillus ertrycke 
infections—the fundamental principles may well 
apply to infective diseases very diverse in their 
causes and in the hosts affected. The two main 
assumptions needed for the particular hypothesis 
of epidemics stated by Topley and Greenwood are : 
(1) The persistence of sources of infection between 
epidemics, probably in recovered animals which act 
as carriers. In these the infective microbe is believed 
to be in a form which is non-virulent or at any rate 
will not readily spread the disease. (2) The addition 
to the community of new susceptible individuals 
which is held not only to be necessary for the produc- 
tion of an epidemic, but also by the number and the 
rate of their introduction to modify its course pro- 
foundly. The ‘circulation of non-immunes”’ is 
reasonably supposed to act by altering the infective 
agent in the course of its passage through susceptibles 
during the early and pre-epidemic periods. All this 
is very suggestive and stimulating for human and 





1 THE LANCET, 1926, i., 477, 531, and 645. 





animal epidemiology. The difficulty in applying the 
results to foot-and-mouth disease is, first, that the 
epidemiological facts are insufficiently recorded to 
make sure that they fit the hypothesis ; and, secondly, 
that the postulates regarding ever-present foci of 
infection and variation in the supply of susceptibles, 
whether by birth or import, lack adequate support 
from the records. That these lacune will be filled 
in the case of future epidemics is much to be hoped. 
Carriers of foot-and-mouth disease in cattle are 
stated to have been found occasionally, but so far 
with great rarity. On the other hand, much has been 
recently learnt about the possibility of introducing 
infective material from an outside area on dead 
carcasses, dried fodder, and the like. The discoveries 
in this direction are recorded in the progress reports 
of the Foot and Mouth Research Committee.* The 
information about variation in the numbers and 
distribution of susceptibles in the cattle population 
is very defective, and Prof. Greenwood makes the 
suggestion that a detailed record of the number, age, 
and sources of all farm animals in a limited area or 
areas over a long period might be possible and 
would be valuable. 

Concerning practical measures Prof. Greenwood is 
naturally restrained, in view of the incompleteness 
of his data; but he does state the conditions which 
appear to him to be suitable for an attempt at stamping 
out the disease by slaughter. Where, as in Holland, 
the land frontiers are long and intercourse across the 
border is free or difficult to control, and where, more- 
over, the disease is never absent for long and numerous 
foci of infection are probably always present, he 
considers that a policy of slaughter is not hopeful. 
Such a policy has its best chance, he points out, and 
is a reasonable procedure in an isolated country, 
where import of new animals does not occur or is 
well controlled, and where the disease completely dies 
out and foci of infection are absent between epidemics. 
As to whether Great Britain is an example of the latter 
case he evidently has some doubts, since the source 
of fresh outbreaks is often very obscure and importa- 
tion from abroad usually unproven; but he does not 
dispute the justification of the present slaughter 
policy. Efforts to trace the origin of new outbreaks 
may well be more successful in the future than hitherto 
as the result of the recent additions to our knowledge 
of the survival of the virus outside the animal body. 
The work in this direction is, however, of recent date 
and its applicability to the infection of farm animals 
has not been adequately tested. 


ELEMENTARY MEDICO-LEGAL PRINCIPLES. 


THE examination of patients having medico-legal 
injuries and the lucid presentation of their case in 
a report or in the witness-box is often most difficult, 
calling as it does for a thorough knowledge of 
anatomy and some acquaintance with various 
branches of physics. The lay person cannot be 
expected to arrive at a definite diagnosis or to 
assess the appropriate amount of damage, even in 
apparently simple conditions. Mr. A. McKendrick’s 
important book, which we review on another page, 
does not attempt to teach the layman medicine, but 
it does aim at showing him how the medical man 
conducts the necessary examinations, making clear as 
far as possible the processes of reasoning which conduct 
to diagnosis. One of the most difficult problems that 
the medical assessor has to face is the determination 
of the amount of incapacity occasioned by a stiff 
joint. Here the author’s advice is to write in the 
report not only the number of degrees through 
which a particular joint can be moved, but also what 
the patient can do—e.g., with a stiff elbow he can, 
or cannot, get his hand in his trouser pocket, lift 
a fork to his mouth, or brush his hair. Incapacity 
expressed in this way becomes intelligible to the 
non-scientific. The main principles involved in the 
treatment of fractures are clearly stated in a special 





* See THE LANCET, 1927, i., 499, 
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chapter devoted to the subject, and great emphasis 
is laid on the necessity of early movement in all cases, 
the following sentence being in italics: ‘‘ The one 
object in all cases of fracture of a long bone should be 
to make an attempt to restore functional utility of 
the limb as quickly and as fully as possible.’’ This 
is the avowed aim of every surgeon who treats a 
fracture, and Mr. McKendrick is not alone in his 
opinion that it can only be achieved by early move- 
ment of joints and muscles in the neighbourhood of 
the fractured bone. Two illustrations given of 
fractured metacarpals are useful; in one a perfect 
anatomical result was obtained, but the hand had 
been kept in an extension frame for six weeks. and the 
functional result, owing to stiff fingers, was very bad ; 
the other is an X ray of an ununited fracture of a 
second metacarpal in a man who went back to work 
five weeks after a severe saw cut, and had no disability. 
These and other similar cases prove that a good 
functional result is better than a good anatomical 
result as shown by X ray examination, but where 
failure to obtain union has occurred the matter is open 
for serious discussion as to whether the very best 
result, albeit a good functional result, was obtained 
by such drastic early movement. Mr. MecKendrick 
makes out a case for the organisation of special 
centres for the after-treatment of workmen’s injuries. 
At the general hospitals it is nearly always impossible 
to obtain the necessary massage and re-education 
unless the patient is to obtain time off from work, 
which he often cannot. Many a workman would 
be able to do light work, sometimes full work, if he 
were not compelled to attend hospital several days 
a week during working hours; as a result and against 
his will he remains idle. The yearly cost to the country 
is greater than would be incurred to equip and run 
centres where treatment could be obtained after 
working hours. 


CANCER AND TUBERCULOSIS: THEIR TOLL 
ON THE COMMUNITY. 


IN his 1926 report for East Suffolk Dr. B.Wood-White 
endeav: urs to estimate the comparative economic loss 
‘aused by cancer and tuberculosis. He sets out to 
fix a life value for the average individual as he passes 
through each of the ordinary statistical periods, 
bearing in mind that early marriage, and consequently 
early freedom from the responsibility of starting the 
next generation, is the rule for the majority. To 
children in the first vear of life he assigns the arbitrary 
value 5, a maximal value of 25 being reached at the 
age-period 25 to 45, after which the figures descend 
to 15, 3, and 0 for the next three periods. The 
following table shows how the calculation worked out 
in East Suffolk during the year. 





P Cancer. Tuberculosis. 
Age- ss 
groups. sea . i 
value. No. of deaths. Damage. No. of deaths. Damage. 
- 1 : 5 bs ee my 0 2 10 
1- 2 6 1 6 1 6 
2- 5 8 1 8 4 32 
5- 15 11 2 22 S 88 
15- 25 18 0 0 33 594 
25- 45 25 24 600 58 1450 
45-— 65 15 108 1620 31 165 
65- 75 3 121 363 6 18 
75-100 0 63 0 1 0 
— -— 320 2619 lit 2663 


Dr. Wood-White would like to have split up the 
45-65 age-period, but the necessary figures were not 
available. On the other hand, if he had grouped the 
first three periods and given the value of 7 to infants 
and ‘‘ toddlers,” the result would have been substan- 
tially he same, and the age-periods would have 
corresponded fairly accurately with the seven ages of 
Shakespeare’s melancholy philosopher. The life values 
seem to have been judiciously chosen, despite the fact 
that in these days of greater longevity the shrunken 
shanks of the superannuated carry them through two 





rounds of golf in the day, and hearty octogenarians 
would wince at being regarded as sans economic value. 
In East Suffolk in 1926 the cancer death-rate was 
unusually high—namely, 1-54—while the tuberculosis 
rate was unusually low, 0:69; yet, according to the 
calculation, the damage done by the two diseases 
was identical. In any previous year the effect of 
tubercle would have been much more disastrous. 
East Suffolk is, of course, an agricultural district, and 
in some industrial areas the deaths from pulmonary 
tuberculosis occur late in life—e.g., Sheffield, with its 
grinders. In such places the damage done by tubercle 
as compared with cancer would be comparatively less. 


“OUR LORDS THE SICK.” 

THERE is a popular impression, to which utterance is 
sometimes given in Hospital Sunday sermons, that 
hospitals are a characteristic product of Christianity 
and of the sympathy and pity which it engendered. 
How seriously this impression ignores history we are 
reminded by the learned and fascinating Thomas 
Vicary lecture on the Early Development of 
Hospitals, delivered by Dr. George Parker at the 
Royal College of Surgeons of England last week. 
Only those who have had laid upon them the duty, 
or have voluntarily undertaken the pleasure, of 
discoursing upon a more or less technical topic before 
a specialist audience can realise the pains that go to 
the presentation of a bird’s-eye view of a great subject 
such as this. Dr. Parker’s lecture was _ historical 
rather than technical and forms a valuable conspectus 
of the history, from long before the Christian era down 
to our own Middle Ages, giving a rather elastic meaning 
to the term, of hospitals for the sick, their growth in 
number and development. There have been periods 
of enthusiasm and periods of comparative indifference, 
but we have now reached an era which is not the less 
enthusiastic for being ordered by system and tempered 
by science. Dr. Parker shows that perhaps the earliest 
hospitals were those which, from about 500 B.c., 
accompanied the foundation of monasteries for the 
exercise of that religion of Buddha to which one-third 
of mankind still adheres. Not much later the Grecian 
Temples of AXsculapius seem to have begun to treat 
patients medicinally, and even earlier Greece had ‘a 
highly trained and well-paid public medical service ” 
as well as many general practitioners, who, it is to be 
hoped, were equally well remunerated by grateful 
patients. Nor was Rome slow in establishing rale- 
tudinaria for rich, poor, and slaves, and the facility 
with which history repeats itself is suggested by the 
remark of Aulus Celsus that the medical officers of 
large hospitals had so many patients that it 
difficult to give them individual care. 

The social, political, and military troubles which 
eventually led to the collapse of the Roman Empire 
were highly inimical to the preservation of hospitals. 
and at one time Constantine actually ordered the public 
hospitals to be closed, though Dr. Parker makes the 
plausible conjecture that the order was really directed 
against Pagan shrines. When, after the inevitable 
period of struggle, Christianity came to its own, what 
may be called the modern development of institutions 
for the cure of disease began. They were established 
in most parts of Europe and were undoubtedly very 
numerous, though we may not be quite ready to accept 
the arithmetic of Louis VIII., who said that, at the 
end of the first quarter of the thirteenth century, there 
were in France 2000 hospitals. France was a much 
smaller country then than now, and that our ancestors 
were given to exaggerating figures we know from 
their fantastic estimates of the size of armies and the 
numbers of the slain in great battles—nobody can 
possibly believe, for instance, that 130,000 men fought 
at Bannockburn, or that 166,000 were drawn up in 
battle array at Crecy. It is the Church that we have 
to thank for the rapid increase in hospitals during many 
centuries. At quite an early date every bishop had his 


was 


own hospice for the sick, and many of the cathedrals 
had them also—the famous, and still existing, Hétel 
Paris was dependent upon the Chapter of 


Dieu in 








1036 Tue Lancet, } AN EPIDEMIC OF 


ERYTHEMA NODOSUM. 


[Nov. 12, 1927 








Nétre Dame. Nor was the individual founder, who 
was by no means invariably a monarch, lacking, as 
London knows full well. <A ‘ war-stricken and dis- 
membered Christian world,’ to use Dr. Parker’s 
phrase, looked upon it, as Rahere did, as a Christian 
duty to found infirmaries. 

To Islamism as well as to Christianity these works 
of mercy were a duty, and the empire of the early 
Caliphs had many examples from which to draw 
inspiration. As early as 707 the Caliphate set up a 
hospital for the sick at Damascus, and in the same 
century Haroun al Raschid ordained that every new 
mosque at Bagdad should be accompanied by a 
hospital. The noble Bimariston hospital, established 
in Cairo in 1284 with an income equivalent to £25,000 
a year of our money, still exists in part as a thoroughly 
modern ophthalmic hospital. When leprosy was rife 
during two or three centuries religious fervour was 
lending to the Crusades, and the Gilds were growing 
powerful, ‘‘ hospitals soon became the passion of the 
age ’’ and Orders of Hospitallers arose—the Teutonic 
Knights, the Knights Templars, the Knights of St. 
John of Jerusalem, the Lazarists, who especially 
tended lepers, the Order of St. Antony, and the Order 
of the Holy Spirit, the most active of them all, whose 
patients were called ‘‘ Our lords the sick.’’ By the year 
1300 this Order had created 900 hospitals, one of which 
is counted among the ancestors of our own St. 
Thomas’s. In these ancient ‘‘ hospital movements ” 
England did its fair share and 400 new ones appeared 
between 1100 and 1300, and here, as elsewhere, as 
lay management grew more efficient, ecclesiastical 
patronage was gradually withdrawn. The revolutions, 
great and small, sudden and gradual, which make up 
the sum of history, have extinguished vast numbers of 
ancient and medizval hospitals, but it by no means 
follows that the world has lost by mere reduction of 
numbers, though for the matter of that there are 
certainly a larger number of hospitals, properly so 
called, in this realm to-day than at any former period. 
Increase of population and growth of specialisation 
must necessarily add to them, though it is obvious 
that specialisation has its perils. The hospitals of the 
Middle Ages owed as much in proportion to private 
benevolence as their descendants and representatives 
of to-day, and Dr. Parker has done well to remind us 
of the illustrious pedigree of institutions which never 
did better work than now, or did it amid more serious 
difficulties. Throughout a large part of their history 
they have owed more to voluntary effort, in money or 
in service, than to the patronage of Church or State. 
Founded upon human devotion, in one form or 
another, they are now more than ever dependent 
upon it, and it is well for humanity that it should be 
so. The State may foster and protect, but the real 
duty lies at the door of every man of good will. 


AN EPIDEMIC OF ERYTHEMA NODOSUM. 


A FEW weeks ago ! we reviewed some of the evidence 
indicating that erythema nodosum is a manifestation 
of tuberculosis. Our article was written by way of 
comment on an outbreak of erythema nodosum 
reported by Dr. Maurice Mitman in the same issue of 
THE LANCET. It is interesting to read an account 
from Sweden? of similar observations in a girls’ 
school during the early part of 1926. The author, 
Dr. Arvid Wallgren, of Goteborg, defined the disease 
in 1924 * as the exanthem of tuberculosis, and stated 
that it appeared at the end of the incubation period 
at the onset of tuberculin sensitiveness. He regards 
it as an individual rather than a general reaction 
in persons with a particular diathesis. The remark- 
able account which he gives of the epidemic supports 
this view. A girl of 11. with a history of scrofulo- 
derma at 14 years but of no other ailment, began in 
November, 1925, to cough and lose appetite and weight 
but was not incapacitated from attending regularly 
at school. In the middle of January she joined a 


1 THE LANCET, Oct. 8th., p. 761. 
* Jahrb. f. Kinderhk., 1927, Bd. cvii., Heft 5/6, p. 313. 
* Acta Paediatrica, 1926, Bd. v. 





class consisting of 34 girls aged from 10 to 11 years. 
She then had an obstinate cough and was feeling 
poorly. About eight weeks after her arrival the other 
children, who had previously been in good health, 
sickened one after the other until 18 were confined 
to bed, 12 with fever and erythema nodosum and 6 
with bouts of fever that lasted for periods varying 
from one and a half to seven weeks, and resisted 
diagnosis by the ordinary methods. The newcomer 
was isolated in May, and found to have advanced 
pulmonary tuberculosis with massive infection of the 
sputum and a positive Pirquet reaction. The others 
were carefully examined, and except for three who 
had signs of earlier infection, and may be presumed 
to have been immunised, the entire class was found 
infected. Under X rays 13 had what were described 
as obvious hilum shadows, 4 had suspicious hilum 
shadows, whilst 14 had no detectable changes. 
Six of the 13 had erythema nodosum and 6 had fever 
with no local symptoms; the remaining one gave 
no outward signs of illness. Of the four suspects 
one had erythema and three were apparently well. 
Four of the erythema cases had no suspicious lung 
shadows. None of the class lived in tuberculous 
surroundings. ees 





THE ARMS OF THE ROYAL SOCIETY OF 
MEDICINE. 

THE Royal Society of Medicine’s new coat-of-arms, 
which we illustrate below, is the gift of Sir StClair 
Thomson. During his presidency it was decided that 
the Society ought to bear arms, as is the custom of 
other Royal Societies, and a committee was formed 
to discuss the form they should take. After long 
deliberation a design suggested by Mr. Martin Travers 
was submitted to the College of Heralds, by whom it 
was accepted without criticism. Formal application 


was then made in Sir StClair Thomson’s name, and the 
In heraldic language 


patent has now been ‘granted. 

the coat is described 

as follows : 
Arms.—Per pale vert 

and gules, the serpent 

of Moses or, entwined 


round a_ tau_ cross 
argent. 

Crest.—Three sprigs 
of the herb “ all-heal ”’ 
proper, 

Supporters.—On the 
dexter side a _ repre- 


sentation of St. Cosmas 
and on the sinister side 
a representation of St. 
Damian both proper. 
Motto.—** Non est 
vivere sed valere vita.”’ 
Thus the serpent is 
not (as might be 
supposed) the well- 
known representative of Aisculapius, but the one 
raised by Moses to heal the people in the wilderness. 
The shield, on which the serpent is imposed, is 
divided vertically, half being red to symbolise Surgery, 
and the other half green to symbolise Medicine. On 
the red side stands the surgeon carrying a knife, and 
on the green side stands a physician holding an 
Italian drug jar. These two figures are SS. Cosmas 
and Damian who suffered martyrdom in Italy in the 
early days of Christianity, and, possibly owing to the 
manner of their deaths, have long been regarded in 
Catholic countries as the patron saints of medicine 
and surgery. They were the patrons of the ancient 
Guild of Barber Surgeons, and are shown in silver on 
the beautiful instrument-case which used to be 
carried in the processions of the Guilds in the Middle 
Ages. The representation of them which appears in 
the new coat-of-arms is taken from a stained-glass 
window in the Pazzi Chapel in Florence. The crest 
is three sprigs of the herb all-heal or wound-wort, 
which are seen above the helm. This plant was much 
used in the Middle Ages for binding up wounds and 
for making up medicines. The new presidential badge 
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will consist of the shield done in enamel and gold, 
and will be handed over by Sir StClair Thomson at 
the Society’s annual dinner on Noy. 16th. It will 
be worn on a wrought gold chain of Florentine 
workmanship, which he has already presented for the 
President’s use. 


THE CHEMISTRY OF MONSOL. 

THE clinical and pathological data upon which is 
based the claim of the Mond Staffordshire Refining 
Co. to have found a safe and efficient germicide have 
recently been placed before the medical profession. 
The basis of monsol is an oil obtained in the manufac- 
ture of power gas by the Mond process. It is in no sense 
a secret remedy, and Mr. H. T. Pinnock, chief chemist 
to the company, has communicated to us what is 
known of its composition. The oil is free from benzole, 
toluol, naphthas, and the solid hydrocarbons present 
in the oils derived from the manufacture of illuminating 
gas. Further, the alkali-soluble substances which 
monsol contains are free from the carbolic and cresylic 
acid which occur largely in ordinary tar oils. Other 
hydroxy-bodies which take their place are present to 
the extent of more than 30 per cent. Careful study 
has shown that they consist of aromatic carbocyclic 
compounds possessing side chains of high molecular 
weight, and it is to the presence of these bodies (which 
are not of the true phenol group) that monsol owes its 
special properties. Finally, in order to increase its 
acitivity and powers of penetration, monsol is 
prepared in a colloidal state. 





THe Huxley lecture on Recent Advances in 
Science in Relation to Medicine and Surgery will be 
delivered by Sir Archibald Garrod, F.R.S., on 
Thursday, Nov. 24th, at 3 P.M., in the Out-patients’ 
Hall of the Charing Cross Hospital. 


THE next session of the General Medical Council 
will begin at 2 p.m. on Tuesday, Nov. 22nd, when 
Sir Donald MacAlister, the President, will take the 
chair and given an address. The Council will continue 
to sit from day to day until the termination of their 
business. The London Gazette announces that the 
King has nominated Sir Leslie Mackenzie to be for 
five years a member of the Council. 





It is announced that the Karalinska Institute at 
Stockholm has awarded the Nobel Prize for Physiology 
and Medicine for 1926 to Prof. Johannes Fibiger, of 
Copenhagen, and the prize for 1927 to Prof. Julius 
Wagner-Jauregg, of Vienna. Prof. Fibiger has won 
a world-wide reputation for research on the etiology 
of cancer, and Prof. Wagner-Jauregg introduced the 
treatment of general paralysis of the insane by 
malarial infection. 


THE King has approved the award of one of the 
Royal Society’s Royal Medals to Sir Thomas Lewis 
for his research on the vascular system. The President 
and Council of the Society have awarded the Copley 
Medal to Sir Charles Sherrington for his work on 
neurology, and the Buchanan Medal to Dr. Major 
Greenwood for his statistical research and other work 
in relation to public health. Information about the 
election of officers and council will be found in our news 
columns. 





STEps have been taken within the last few months 
to bring the University of London into line with some 
of the older universities by the formation of a Society 
of Medical Graduates. An inaugural dinner for the 
formation of the society, and the appointment of an 
organising committee, will be held at the Langham 
Hotel, Portland-place, W., on Friday, Nov. 25th, at 
7.30 p.m. Sir StClair Thomson will preside. All 
medical graduates of the university are eligible for 
membership, and those who wish to attend the dinner 
are asked to write to the acting honorary secretaries, 
Dr. Dorothy C. Hare and Dr. Charles Franklin, at 
124, Harley-street, W. 1, before Nov. 21st. 





Modern Cechnique in Treatment. 


A Series of Special Articles, contributed by invitation, 
on the Treatment of Medical and Surgical Conditions. 


CCXLIX.—_THE TREATMENT OF 
PARTUM HAMORRHAGE. 
I.* PLACENTAL. 

SeRIoUus hemorrhage after the birth of the child 
may occur from the placental site as the result of failure 
of the natural mechanism of control. Traumatic 
bleeding from laceration of some part of the birth 
canal, usually the cervix or vestibule, is distinguished 
clinically by palpation of the abdomen when the body 
of the uterus will be felt hard and firmly retracted. 
In this article only bleeding from the placental site 
will be discussed, bleeding from 
reserved for later consideration. 

Control of bleeding is normally effected by the 
retraction of the walls of the uterus as it shrinks down 
and empties. The contractions of the third stage 
compress the uterine cavity and expel the after- 
birth; retraction compresses the uterine wall and 
the vessels passing through it and maintains control 
in the absence of active contractions. The mechanism 
can be seen at work most clearly during the classical 
Cesarean section operation. There is often profuse 
bleeding from the uterine incision before the mem- 
branes are ruptured and the foetus removed. After 
the escape of the waters and removal of the foetus, 
the uterus shrinks down to half its previous size and 


POS T- 


lacerations being 


its walls are more than doubled in thickness, and 
thereby the bleeding from the incision becomes 
greatly checked. After removal of the after-birth 


and the establishment of firm retraction there is ro 
bleeding of moment from the placental site. 


Causes of Failure to Control Hamorrhage. 

The causes of interference with the normal 
mechanism are much the same as those of failure of 
the uterine powers in the earlier stages of labour, 
and may be classified as follows :— 

(1) General maternal states of which the most important 
are shock and grave anemia (as from ante-partum hemor- 
rhage), toxw#mic conditions and nephritis, fatigue, exhaustion 
and emotional states, overdosage with 
analgesic drugs. 

(2) Uterine conditions, such as over-distension by twins 
or hydramnios, fibroids, and adhesions to surrounding 
structures ; exhaustion of the uterine muscle from severe 
or protracted labour or uterine sepsis, and possibly inherent 
muscular weakness from chronic inflammatory changes in 
the myometrium. 

(3) Incomplete emptying of the uterus interfering with 
retraction such as retained placenta or portions of it. 


anesthetic and 


Preventive Treatment. 

Consideration of these causes will indicate lines for 
prophylaxis. More cases will occur in the practice 
of the careless and impatient ; a thorough antenatal 
supervision and a proper conduct of the second and 
third stages of labour will reduce the incidence of 
bleeding almost to vanishing point. 

In all conditions where there is an increased risk 
of post-partum hemorrhage the attendant will be 
particularly on guard and have all preparations made. 
Antenatal treatment will be given in the tox@#mias 
of pregnancy or other general disease, and precautions 
taken to avoid fatigue, serious exhaustion, and infec- 
tion during labour. Rapid delivery when the uterine 
powers are exhausted and after serious hamorrhage 
during labour—e.g., placenta previa—is always 
dangerous. Hurry to effect delivery of the after-birth 
carries with it the risk of incomplete expulsion and 
its consequences. One special point may be mentioned. 
A full bladder—well recognised as inhibiting good 
uterine action in the second stage—may also interfere 
with the power to control bleeding in the third stage. 
Distension of the bladder should be watched for in 


* Part II., Post-partum Heemorrhage from Laceration, will 


appear next week. 
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the later part of labour, and the catheter passed on 
the first sign of the need for it. If labour is conducted 
with the patient on her left side she should be turned 
on her back during the third stage. The observation 
of the uterus through the abdominal wall, the mani- 
pulations for expression of the placenta, and for the 
control of bleeding, should it occur, are all more readily 
conducted in that position. 
Signs and Symptoms. 

There may be free and rapid loss per vaginam or 
blood may collect in the flabby and distended uterus 
and be largely concealed ; hence the importance of 
constant or frequent observation of the state of the 
uterus by abdominal palpation. Unless there is no 
skilled assistance at hand or the attendant’s attention 
is distracted by having to restore an asphyxiated 
infant or other urgent duty, it is wise to concentrate 
attention on the uterus, since early warning may be 
obtained by its softening and enlargement. At 
this stage rubbing and kneading will rarely fail to 
restore the hardness of the uterus, but once the large, 
soft, distended state is established restoration becomes 
more difficult. Abdominal observation should, there- 
fore, be made frequently in spite of other pre-occupa- 
tions. A watch should also be kept on the patient’s 
face for pallor, on the pulse, and on the general 
condition for the usual evidence of hemorrhage. 


Local Measures. 

If bleeding occurs before the placenta is born and 
massage and kneading do not produce immediate 
hardening so that the fundus can be compressed in the 
palm of the hand, the after-birth must be delivered, for 
firm and permanent retraction will not be secured till 
the uterus is empty. Unless sufficient contraction 
can be obtained to allow the fundus and upper part of 
the body to be grasped between the fingers and thumb, 
it is inadvisable to attempt expression, since success 
is unlikely and inversion readily occurs when the 
placenta is expressed from a relaxed uterus. If 
conditions are favourable expression should be tried 
by squeezing the uterus like a sponge from above 
downwards; if this manceuvre is not immediately 
successful it should be abandoned. Violent and 
prolonged efforts may get rid of the placenta by tearing 
away the detached portion and leaving some part 
still attached. If expression fails or the uterus 
remains large and flabby, the after-birth must be 
removed manually. This operation is recognised as 
the one among all internal manipulations that carries 
with it the greatest risk of infection, both because 
the fingers work in immediate contact with the 
placental site and because of the lowered general 
condition of the patient at the time. Nevertheless, 
the emptying of the uterus should not be postponed 
till the serious condition of the woman demands 
desperate measures, but should be done as soon as 
the failure to secure control of bleeding by obtaining 
firm uterine retraction becomes obvious. The hand 
must be gloved and every precaution taken to minimise 
the chances of infection being carried up to the uterus. 
The outside hand plays a very important part—it 
presses down and supports the flabby bag during the 
separation of the placenta by the inside hand ; before 
removing the hand and placenta, the opportunity is 
taken to stimulate the uterus to contract by massaging 
it firmly from the outside, if possible, till it is felt 
to be gripping the hand within, when, so to speak, 
hand and placenta may be expressed from above. 
Keeping up the hold on the uterus through the 
abdominal wall, a hot intra-uterine douche (118° to 
120° F. in the douche-can) is next given, the nozzle 
being run up to the fundus so that it can be felt 
there by the external hand. The douche should be 
copious—at least half a gallon—and the heat is 


the important matter. An antiseptic (e.g., tinct. 
iodi 31. or JZii., ad Oi.) may be added so long 
as it is not poisonous or rapidly absorbed. Should 


the emergency be such that the douche is not ready 
at once, bimanual compression of the uterus must be 
carried out during the period of waiting. The hand 
is inserted into the vagina, preferably into the anterior 





fornix, and doubled up with the knuckles against the 
anterior wall of the uterus and the fingers behind 
the symphysis, while the external hand behind the 
posterior wall crushes the uterus down on to the fist 
and symphysis. 

Very rarely does the hot intra-uterine douche fail, 
but should it not prove effective, bimanual compression 
must be resumed, as firm pressing together of the 
uterine walls acts as a substitute for retraction. 
As soon as the uterus is empty its activity should 
be stimulated by an intramuscular injection of 
pituitary extract or a preparation of ergot. As shown 
by A. Bourne and J. H. Burn, the injection of 2 units 
of pituitary extract is sufficient and may be repeated 
in an hour; the most effective way of giving ergot 
is to inject 1 mg. (or 1/65 gr.) of its active principle, 
ergotoxin or ergotamine. 


Hemorrhage after Expulsion of the Placenta. 

In hemorrhage after expulsion of the after-birth 
treatment should follow on the same lines. The 
failure of retraction may then be due either to 
exhaustion of the uterine muscle or to retention 
of a portion of the placenta. Frequent observation 
of the uterus by a hand on the abdomen will give 
early warning of relaxation, when massage and 
kneading of the uterus, together with the injection 
of pituitary extract or ergotamine, will almost always 
prevent the condition from becoming serious. If 
the uterus is too large to be contained between the 
thumb and fingers, it should be compressed between 
the two hands, squeezed empty of clot, and a hot 
intra-uterine douche given at once. Owing to the 
danger of infection, the passing of the hand into the 
uterine cavity should be reserved for those cases in 
which examination of the after-birth shows undoubted 
evidence of the retention of some portion of p'acenta ; 
missing portions of membrane alone do not justify 
the risk of uterine exploration. In the gravest cases 
with rapid and profuse hemorrhage, the urgent 
necessity of its immediate control is a justification for 
passing the gloved hand into the uterus, while the 
other hand compresses the uterine walls from the 
outside on to the closed fist within till contraction 
on to the inside hand begins. Very rarely, however, 
will more be required than bimanual compression 
on to the fist in the vagina, for though it is difficult 
to exert compression over the whole of the large 
soft bag of a relaxed uterus, squeezing of the walls 
together will control the bleeding from the placental 
area. 

The whole palm may be spread out over the posterior wall 
and fundus and the uterus squeezed down against the 
symphysis and fist in the vagina. Fatigue, especially of the 
external hand and arm, may be lessened by leaning the 
weight on that hand and, when relief is needed, the nurse 
or other assistant can press on the hand and even allow it 
to be withdrawn for a rest, keeping up the pressure mean- 
time. The elbow supporting the inside hand obtains a 
purchase by being wedged into the bed, and, acting passively 
as the fixed object against which pressure is made, that 
arm does not tire so quickly. Some pressure on the aorta 
may also be exercised during compression and may help 
to check bleeding. As uterine retraction returns, compression 
may be relaxed until it is possible to substitute a graduated 
compress under an abdominal binder. Plugging of the 
uterus is a difficult and dangerous operation if performed 
outside a hospital, since the necessary amount of sterile 
material will rarely be immediately available, and need 
only be adopted if the recovery of retractile power in the 
uterus is long delayed. Strips of turkish towelling or other 
improvised material may be boiled and wrung out whilst 
compression is maintained and the uterine cavity tightly 
filled in desperate cases. 

Conclusion. 

The above measures provide a consecutive plan of 
campaign which will control bleeding even in the most 
serious cases provided the exhaustion of the patient 
has not reached a degree that renders recovery of 
function in the uterine muscle unlikely. Treatment 


for shock and collapse from loss of blood should follow 
the checking of hemorrhage. 
JouN S. FATRBATRN, B.M. Oxf., F.R.C.P. Lond., 
F.R.C.S. Eng., 
Obstetric Physician, St. Thomas’s Hospital, London. 
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Special Articles. 


HISTORY OF BRITISH MIDWIFERY. 


THE FITZPATRICK LECTURES. 





Dr. Herbert Spencer delivered the FitzPatrick 
lectures at the Royal College of Physicians of London 
on Nov. 8thand 10th, his subject being the History of 
British Midwifery from 1650 to 1800. 

After introductory remarks on the midwifery 
forceps and the secrecy with regard to their invention 
which the Chamberlens maintained for nearly a hundred 
years, Dr. Spencer stated that this secrecy had a 
considerable influence in introducing the man-midwife 
into the practice of midwifery. His résumé of the 
lives of the Chamberlens, from Aveling’s work, showed 
the forceful character of the most prominent members 
of the family, their multifarious schemes for the 
benefit of humanity and themselves, and the influence 
they obtained, as a result of the possession of their 
secret, with king, lords, commons, and people. They 
made efforts to obtain the incorporation of midwives 
under their own supervision and were frequently in 
conflict with the College of Physicians. Hugh 
Chamber! nthe elder rendered a service to British prac- 
titioners by translating Mauriceau’s ‘* Observations ”’ 
in 1673; in the preface to the translation he 
announced that his family had a secret method of 
delivering women (the forceps), which, however, failed 
when tried on one of Mauriceau’s patients. Dr. Hugh 
Chamberlen the younger was a respected Fellow of 
the College. Dr. Peter Chamberlen, who had been 
elected a Fellow on the understanding that he adopted 
a more sober dress, was frequently subjected to 
disciplinary measures by the College and was finally 
deprived of his Fellowship on Nov. 23rd, 1649. 

In 1650, said Dr. Spencer, Ent carried off 
the manuscript of Harvey’s ‘‘ De Generatione 
Animalium ’’ and published the work in 1651. It 
contained the chapter “ De partu,’’ which was the 
first original work in midwifery to be published by 
a British author. Of the chief writers and writings 
on midwifery which followed, up till 1800, the lecturer 
gave biographical and bibliographical particulars. The 
writers, 25 in number, ranged from Harvey to 
Denman. Attention was directed to John Maubray as 
the first British teacher of midwifery, in 1725, to the 
important action taken by the University of Edinburgh 
in establishing, for the first time, a professorship of 
midwifery in 1726, and to the rapid improvement 
which followed the general use of the forceps. After 
giving an account of the opposition of midwives and 
doctors to the new class of men-midwives, which had 
largely died down by the end of the eighteenth 
century, Dr. Spencer described the epidemics of 
puerperal fever which followed the establishment of 
lying-in hospitals, and mentioned works on the 
subject from the time of Willis, who in 1660 gave it 
the name of febris puerperarum, to that of A. Gordon, 
who, in 1795, pointed out its infectious nature and its 
connexion with erysipelas, and recommended disin- 
fection of the attendants. Nathaniel Hulme was of 
the opinion that puerperal fever was as much an 
original or primary disease as ague. Harvey laid the 
foundation of our study of the fever by recognising 
the large internal wound produced by the separation 
of the placenta as the starting point of the disease. 
The British obstetricians early rejected the theory of 
milk-metastasis and the view that the disease was 
identical with typhus and limited the causes to local 
infection of the uterine wound and general infection 
from foul air. Measures were devised for disinfecting the 
lying-in room by washingand fumigation, and the uterus 
by injections (Harvey) and drainage (Charles White). 

In a brief review Dr. Spencer alluded to the work 
of Harvey on embryology and to the illustrated work 
of W. Hunter, Smellie, and Denman on the anatomy 
of the pelvis, pregnant uterus, and foetus; to the 
writings of Smellie, Burton, and W. Johnson on 





pelvimetry and cephalimetry ; of Smellie and Fielding 
Ould on the mechanism of labour and of Smellie on 
deformed pelvis. With regard to the management of 
pregnancy and normal labour, John Maubray was the 
first British obstetrician to advise prematernity care ; 
Charles White and Leake introduced hygiene into the 
lying-in room ; John Harvie was the first to employ 
abdominal expression of the placenta, and Pugh and 
Smellie were pioneers in the prevention and treatment 
of asphyxia in the child. Version was usually podalic, 
and Pugh performed it bimanually. The forceps, 
invented by Peter Chamberlen, was first made public 
by Chapman in 1733. The invention of the pelvic 
curve which had been erroneously attributed to 
Smellie, was probably due to Levret, though possibly 
to Pugh. The fillet was soon abandoned owing to the 
injuries it inflicted on the child; but the lever was 
preferred by many men-midwives and the “ living- 
lever” of Aitken was an ingenious instrument for the 
conversion of a face presentation into a vertex. The 
method of delivering the after-coming head, often 
attributed to Mauriceau and Smellie, was invented by 
Giffard. The milder degrees of contracted pelvis were 
treated by version, forceps, or lever, and the more 
severe forms by craniotomy, Cesarean section and 
symphyseotomy being rarely performed on account 
of the danger attending them. 

Induction of premature labour (1756) and Lucas’s 
method of diminishing the size of the child by restricting 
the diet of the mother (1794), were practised in order 
to avoid craniotomy, which was performed with 
excessive frequency by Osborn. The haemorrhages 
most frequently recorded were of the ante-partum 
variety. Placenta previa was described by Giffard 
(1731) and was usually treated by podalic version. 
Post-partum hzemorrhage was treated usually by 
sedatives and tonics, sometimes by styptics; cold 
applications were also employed ; there was no record 
of manual compression of the uterus to control 
hemorrhage. Several cases of inversion and of 
rupture of the uterus were recorded, and McBride was 
the first to publi h a case of labial haematoma. Convul- 
sions were treated by bleeding, blistering, opiates, 
hot baths, and clysters. Manningham recommended 
bleeding as a prophylactic. A few cases of ectopic 
gestation and of hydatidiform mole were published ; 
of the latter the most interesting was Giffard’s case, 
which died 12 months after delivery, apparently from 
chorion-epithelioma. 

In conclusion, the lecturer said that during the 
150 years since Harvey published his ‘* De Generatione 
Animalium ’’ a great advance had been made in the 
science and art of midwifery. This was due chiefly 
to the introduction of male practitioners, many of 
whom were men of learning and devoted to anatomy, 
the groundwork of obstetrics. The institution of 
lying-in hospitals by these male practitioners had an 
important influence in promoting teaching and 
research. The general introduction of the use of the 
forceps placed in their hands means of delivering 
women previously unknown, and by its results 
gradually overcame the opposition of the midwives, 
surgeons, and physicians to the new class of men- 
midwives. The action of the College of Physicians in 
instituting a special qualification of ‘* Licentiate in 
Midwifery " was not without influence in improving 
the status of those practising midwifery, although the 
qualification ceased to be granted in the year 1800. 

The characteristic of British midwifery at this period 
was conservatism. Although by some practitioners 
carried to excess, it led to laudable attempts, exclusively 
British, to avoid the operations of craniotomy which 
sacrificed the child, and Caesarean section and sym- 
physeotomy which so often proved fatal to the mother. 

The forceps was sometimes used unnecessarily then, 
as now; but the abuse of operative methods of 
delivery is much greater at the present time, and no 
better corrective of that abuse could be prescribed than 
a study of the careful records of the British obstetri 
cians of the seventeenth and eighteenth centuries, 
showing the resources of that ‘ perfect operatrix,”’ 
Nature, in effecting delivery. 
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MEDICINE AND THE LAW. 


Unsuccessful Allegation of Negligence against Surgeon. 

THE jury was not asked to express an opinion in 
the action of Beckh v. Sinclair in which the plaintiff 
claimed damages for personal injuries alleged to have 
been caused by the negligence of a surgeon who 
operated upon her, her knee having been burned by 
a hot-water bottle during the operation. After 
hearing the evidence on both sides the Lord Chief 
Justice stopped the action and said he was satisfied 
that there was no evidence to go to the jury. It was 
sought to make the surgeon responsible for the 
injuries in two ways. First and foremost it was said 
that the nurse was negligent and that the operating 
surgeon must answer for it under the doctrine of 
respondeat superior. According to the _ plaintiff’s 
counsel there had been carelessness for which the 
surgeon was liable, because a surgeon was responsible 
for the negligence of a person assisting him at an 
operation and acting under his control. ‘ If a surgeon 
delegates to a nurse the duty of placing and looking 
after the hot-water bottles at an operation he is 
responsible if she performs her duties carelessly and 
causes injury to the patient; a nurse is under the 
orders and control of the surgeon alone from the 
moment when the door of the operating-room is 
closed for the operation to begin.”” This contention 
seems to beg the question. It assumes that the 
surgeon delegates to the nurse the duty of looking 
after hot-water bottles ; but such a duty must be the 
independent duty of the nurse; no surgeon is 
conscious of delegating it. Is the surgeon any more 
responsible for the hot-water bottles than he is for 
the temperature of the operating-table or for the 
proportions in which a lotion is mixed ? Against this 
contention made by plaintiff's counsel may be set the 
professional evidence of two surgeons called as 
witnesses on behalf of the defence. A modern 
surgical operation, said Mr. Donald Armour, is a 
ritual at which, if it is to be successful, every detail 
must be carried out with meticulous care. Those who 
are present constitute a team, each member of which 
is trained in his own duties. As a rule a surgeon does 
not interfere to see whether the other members of the 
team have carried out their particular duties. The pre- 
paration of a patient is entrusted to the nurse, and this 
preparation includes the task of seeing that hot-water 
bottles are not in dangerous proximity. The modern 
nurse, Mr. Armour added, is a highly trained and 
skilled technician; ‘‘ she is not a surgical tweenie.”’ 
Mr. H. S. Souttar said that, unless there were a 
separation of functions at an operation it would be 
impossible to carry on modern surgery. It would be 
exceedingly dangerous if the surgeon allowed his 
attention to stray to any matter other than that on 
which he was engaged. After this evidence the Lord 
Chief Justice stated that he was satisfied that the 
surgeon, Mr. Sinclair, was not responsible for the 
negligence of the nurse—if indeed there were any 
negligence on her part, as to which issue he expressed 
no opinion. It was common ground, said Lord 
Hewart, that the nurse was to be paid by Miss Beckh. 
the patient, and was in no sense the servant or agent 
of Mr. Sinclair. As a second line of attack the 
plaintiff's case alleged, a little faintly, that Mr. 
Sinclair had himself been personally and directly 
negligent. He might, it was suggested, have exercised 
a superintending eye and satisfied himself that there 
was no hot-water bottle in a position likely to cause 
injury to the patient. This, said the Lord Chief Justice, 
was a far-fetched suggestion for which there was no 
support in the evidence. Judgment was therefore 
entered for the defendant on the claim and also on the 
counterclaim with costs. The counterclaim was for 
15 guineas fees, which, of course, would not have been 
payable if the plaintiff had been able to prove the 
negligence which she alleged. 





The case seems to have elicited a judicial confirma- 
tion of the rule that a surgeon has no personal responsi- 
bility for supervising the heating and placing of a 
hot-water bottle. It must not, however, be relied 
upon in too general a way. All that it amounts to is 
that, in a particular set of facts, the court, after 
hearing the evidence, said there was no case to go to 
the jury. The court granted a temporary stay of 
execution, which presumably means that the plaintiff 
may seek to obtain from the Court of Appeal a 
decision that there was at any rate some scintilla of 
negligence, some prima facie appearance of carelessness 
displayed by the mere fact of injury, upon which the 
opinion of a jury should have been taken. It will not 
be forgotten that the facts of one case can differ very 
widely from the facts in another. Among the salient 
facts in Miss Beckh’s case are the fact that what was 
performed was a sigmoidoscopic examination under 
an anesthetic rather than a surgical operation in the 
ordinary sense, the fact that this took place apparently 
in her own home, and the fact that she herself paid 
the nurse. Her evidence was to the effect that the 
surgeon had said he would require a nurse, and that 
she asked him to choose one; on the day before the 
operation, she said, this particular nurse presented 
herself and made known her requirements, which 
included hot-water bottles. This evidence was hardly 
strong enough to establish that the nurse was the 
servant of the surgeon rather than of the patient. 


Professional Secrecy. 

A recent issue of the American Journal of Surgery 
contains a full-page advertisement in which the Post 
Office Department of Philadelphia offers a reward of 
2000 dollars in connexion with the apprehension of 
one Frank Kiekart, a man alleged to be wanted by 
the Post Office Department for mail robbery and by 
the States of New York and New Jersey for murder. 
The advertisement contains two photographs of 
Kiekart, with a list of his eight aliases and a description 
of his appearance and habits. It adds that he is 
believed to be suffering from a fistula or other rectal 
ailment, that this is of so serious and painful a nature 
as to necessitate frequent medical attention, and that 
he is therefore likely to consult doctors or submit 
himself for examination at hospitals. The advertise- 
ment ends as follows: ‘It is requested that any 
doctor who may have ‘treated a man for fistula or 
other rectal trouble, and who [sic] answers somewhat 
the description of Kiekart, communicate with his 
local post office officials or any of the undersigned.” 

This offer of a reward to physicians to induce a 
breach of the professional rule of secrecy raises an 
interesting problem of ethics in an unusually direct 
way. The doctor may well regard it as his first duty 
to give Kiekart such remedial treatment as his case 
requires, irrespective of any question whether he is 
a saint or a sinner. If a consulting-room or a hospital 
is simply to be a trap for a hunted man he will 
naturally hesitate to apply for the treatment which is 
necessary. It is usually laid down that an exception 
may or should be made to the rule of absolute profes- 
sional confidence where a doctor knows that a crime 
is about to be committed, but this advertisement 
seeks to catch a criminal not to prevent a crime, 
though of course a criminal, if hunted and desperate, 
may be regarded as a man likely to commit a crime. 
In any case one may assume that a doctor, before 
taking any such step as is requested of him by the 
Philadelphia Post Office, would warn the patient and 
recommend him to surrender himself. English judges 
have occasionally reminded the medical profession 
that, in such circumstances as have been indicated, its 
members have duties as citizens as well as duties as 
doctors. If a practitioner does his duty as a citizen 
he should not need the stimulus of 2000 dollars. The 


offer of a reward, indeed, in a journal circulating in 
hospitals, complicates the position, for the advertise- 
ment may be seen by some subordinate member of the 
hospital staff ; it would be hard if a patient, protected 
by the professional tradition of confidence, should be 
betrayed by a hospital employee. 
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A False Declaration. 


As a sequel to the now notorious channel swim 
hoax, Dr. Dorothy Cochrane Logan was summoned 
at the instance of the Director of Public Prosecutions 
for having wilfully made a statutory declaration which 
was false in certain material particulars. The prosecu- 
tion expressly disclaimed any suggestion that the 
defendant had attempted to obtain by false pretences 
the reward which the News of the World had offered. 
Nevertheless, as the Lord Mayor observed in fining 
her £100 with £10 10s. costs, she had committed an 
offence akin to perjury; she was not, of course, 
being prosecuted for hoaxing the public, but she had 
treated with contempt and ridicule a most important 
and convenient part of our legal system by depreciating 
the value of a statutory declaration. 

The Statutory Declarations Act of 1835 was passed 
to cut down the then existing multiplicity of oaths 
and to substitute something a little less formal. 
After referring to such varied matters as the oaths 
administered at Oxford and Cambridge Universities, 
the oaths then taken by churchwardens and sidesmen, 
the oaths of applicants for patents and certain oaths 
under the Pawnbroking Acts, the Act of 1835 proceeds 
to offer facilities for the making of voluntary declara- 
tions because (as the preamble to Section 18 recites) 
‘‘ it may be necessary and proper in many cases not 
herein specified to require confirmation of written 
instruments or allegations, or proof of debts, or 
of the execution of deeds or other matters. 
Accordingly, it allows voluntary declarations in the 
following well-known form: “I, A. B., do solemnly 
and sincerely declare that... . and I make this 
solemn declaration conscientiously believing the 
same to be true and by virtue of the Statutory 
Declarations Act, 1835.’ This section provides 
that the wilful making of a declaration false or 
untrue in any material particular shall be a mis- 
demeanour, but at this point the law is superseded 
by Section 5 of the Perjury Act of 1911, which lays 
down the maximum penalty for conviction on indict- 
ment as imprisonment for two years or fine or both. 
The Criminal Justice Act of 1925 allowed this offence 
to be dealt with summarily if the court thinks this 
course expedient in view of any representation made 
by the prosecutor or in view of the character and 
antecedents of the accused, the nature of the offence 
and the absence of circumstances which would make 
the offence one of a grave or serious character. 
Bearing these words in mind, the court found itself 
able to dispose of Dr. Logan’s foolish escapade 
summarily and without recourse to maximum penalties. 
It was stated on her behalf that, when the hoax was 
carried out, she had no idea that any statutory declara- 
tion would be required ; when she went to the offices 
of the News of the World, it was added, the form of 
declaration was put before her for signature, already 
prepared. If these circumstances in any way mitigated 
the offence, the Lord Mayor presumably took them 
into account. Meanwhile certain newspapers, ungrate- 
ful for the material which the incident has furnished, 
had been inclined to encourage the General Medical 
Council to stern disciplinary measures. What the 
Council—which has received encouragement or dis- 
couragement from similar sources before—might do 
if called upon to deal with Dr. Logan’s ill-considered 
adventure it would be improper to forecast; but 
professional opinion does not in general judge harshly 
of offences committed without unworthy motive. 


RoyaL LIvERPOOL CHILDREN’S HosprraL.—On 
Oct. 27th the recently reconstructed portion of the hospital 
was opened as a ward designed chiefly for the reception of 
casualty cases for observation and for post-operative care of 
minor operation cases for one or two nights. This had been 
felt to be particularly necessary for the adequate treatment of 
children who had had tonsils and adenoids removed. The 
first ceremony was the unveiling of a cot endowed in memory 
of Queen Alexandra, who, for 60 years, had been Patroness 
of the hospital. The ward was then declared open and 


finally a presentation was made to the matron, Miss Worsley, 
on the termination of her 20 years’ service to the institution, 








IRELAND. 


(FROM OUR OWN CORRESPONDENTS.) 


in Northern Ireland. 

THE Commission appointed by the Ministry of 
Home Affairs in April, 1924, to inquire into the 
conditions of local government in Northern Ireland, 
has now issued its report, a comprehensive document 
of 242 pages which bears witness to the wide extent 
and important character of the labours of the Com- 
mission. It deals with the poor relief services, the local 
administration of medical and public health services, 
asylum administration with recommendations regard- 
ing the dispensary system, and with public health 
administration in general. By far the most 
important change envisaged by the Commissioners 
is the reorganisation of the whole of the services on 
a county basis, as opposed to the present methods 
which are anomalous in many ways and involve 
widespread overlapping. Many of the recommenda- 
tions of the Commissioners, therefore, centre on the 
way in which the new county administration, in all 
its branches, should be organised, administered, and 
supervised. The Commissioners wish the medical 
services to be entirely separated from any connexion 
with Poor-law administration, and they propose, 
therefore, that county committees and local relief 
committees should be established in place of the 
boards of guardians, that the workhouses should be 
replaced by a limited number of comfortable county 
homes for the reception of various classes in need of 
help, and that there should be definite medical super- 
vision in these homes. 

Apart from the general question of organisation 
under the new county scheme the report makes other 
recommendations for the improvement of the medical 
services of the country. As far as hospitals are 
concerned, it suggests that each district hospital should 
have a maternity ward, and that facilities should be 
provided for giving effect to child welfare schemes 
and for the inspection and treatment of school- 


Local Government Administration 


children. Recommendations are also made regarding 
the nursing services and provision for infectious 
diseases. The report deals at length with the question 


of tuberculosis, for the Commission was of the opinion 
that the present methods of treatment are too costly 
and on the whole ineffective in stamping out the 
disease. It recommends that sanatorium treatment 
should be provided for early cases, where there is 
reasonable hope of recovery; that advanced 
should be dealt with by the district hospitals ; 
more institutional treatment should be made for 
non-pulmonary forms of the disease; that the 
Tuberculosis Acts which are at present permissive 
should be made obligatory on all county health 
committees; and that power be given to local 
authorities to remove compulsorily to hospitals or 
sanatoriums all persons suffering from the disease, 
where infection is likely to occur. 

The report contains many reservations, and among 
these perhaps the most important concerns medical 


cases 


that 


benefit under the National Health Insurance Acts. 
There was great difference of opinion among the 
members of the Commission on this point, and 


ultimately the proposal to introduce these benefits 
was defeated by a large majority ; a reservation 
favouring its introduction, however, was signed by 
several members and appended to the report. 

As far as the financial aspect of the recommenda- 
tions is concerned no pronouncements could be made, 
and the report does not attempt to give an accurate 
forecast of the effect of the suggested provisions on 
the rates. Some of the suggestions will involve 
increased expenditure, but, on the other hand, 
economies may be fairly expected, and much will 
depend on the efficient and prudent administration of 
the whole scheme. 

The Commission was composed of 39 members 
sitting under the presidency of Dr. R. J. Johnstone, 
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M.P., professor of gynecology in Queen’s University, 
Belfast. The medical members were Prof. J. - 
Lindsay, Lieut.-Colonel W. R. Dawson, Dr. David 
Gray, Dr. J. M. McCloy, Dr. W. MeLorinan, Dr. H. S. 
Morrison, M.P., and Dr. J. D. Williamson. 


Trish Free State Medical Registration Council. 

The first meeting of this council was held on 
Nov. Ist in Government Buildings, Dublin. All the 
members were present. They were welcomed by Mr. 
R. Mulcahy, Minister for Local Government and 
Public Health, with who were Mr. E. P. McCarron, 
Secretary of the Department, and Mr. E. F. 
Stephenson, the Chief Medical Officer. Dr. Denis 
J. Coffey was unanimously elected President of 
the Council. The Council then considered arrange- 
ments for the establishment of the Register, which 
must be established not later than May 28th, 1928, 
and for drafting the necessary regulations under the 
Act. It is expected that meetings will be held each 
month for some time to come. The Council is fortunate 
in its choice of Dr. Coffey as President. He is familiar 
with the Medical Practitioners Act, as he had a large 
share in the negotiations which preceded legislat‘on. 
Moreover, as a member of the General Council of 
Medical Education and Registration he has experience 
of the kind of work in which the Council will be 
ngaged. 

Ulster Medical Society. 

The first meeting of the session was held in the 
Medical Institute, Belfast, on Oct. 27th, when the 
incoming President, Dr. J. C. Rankin, delivered an 
address in which special attention was called to the 
importance of the preliminary subjects in medical 
education. 


UNITED STATES OF AMERICA. 


(FROM AN OCCASIONAL CORRESPONDENT.) 


Immigrants not Protected by Medical Certificate. 


AN immigrant, having successfully passed the 
medical examination of the United States Public 
Health Service and having been found otherwise 
admiss ble, was for some reason referred back by 
the board of special inquiry to the medical officers. 
A second examination showed that the would-be 
immigrant was suffering from clonorchiasis, which 
comes under the category of ‘* a loathsome or dangerous 
contagious disease.”’ It was attempted, on behalf 
of the immigrant, to show that he had already been 
certified by the competent authorities to be free 
from all such diseases. However, a U.S. circuit court 
of appeals found that the first certificate had no 
finality. Since the certificate of the medical officers, 
which is necessary for exclusion on medical grounds, 
may be challenged by the alien, it is clear, the court 
holds, that it may also be challenged by the 
Government. 


Persisting Casualties of the War of Independence. 

This year’s celebrations of the Declaration of 
Independence resulted in 195 deaths and 3179 injuries 
in 600 cities. Thirty-one of those killed were under 
6 years of age, 122 between 6 and 20 vears of age. 
No less than 16 deaths were due to the eating of 
fireworks by small children. Forty-eight deaths were 
due to the clothing being ignited by so-called harmless 
fireworks. The American Musuem of Safety, by which 
these figures are made public, points out that a 
yearly repetition of these fatalities may be expected, 
unless precautions are taken to prevent them. It is 
urged that instruction in the prevention of such 
accidents be made a part of the curriculum of every 
sche “ yl. 

Symposium on Feelings and Emotions. 

Anyone who believes that psychology has attained 
to the status of a science should consult the papers 
presented at the symposium of psychologists in 
honour of the opening of a new psychological labora- 
tory at Wittenberg College, Ohio. These papers 











were written by some of the most distinguished 
psychologists of Europe and North America— 
professors from Harvard, Hopkins, Princeton, Toronto, 
and the larger State universities, from Vienna, 
Liepzig, Rostock, Paris, Geneva, Copenhagen, and 
Turin. Yet the reader will be forced to the melancholy 
conclusion found in the paper by Prof. C. E. Spear- 
man, of London University, that psychology makes 
little scientific progress and its deductions often lack 
absolutely a scientific basis. The conference. which 
was held from Oct. 19th to 23rd, was a triumph of 
organisation, due to the energy of Dr. Martin Luther 
Reymert, formerly of the University of Oslo, and now 
director of psychology at Wittenberg College. 


Efficacy of Vaccination Lavs. 

The American Association for Medical Progress 
has made an interesting study of the incidence of 
small-pox in relation to the vaccination laws. A 
number of States were divided into four groups, 
according to whether their practice was (1) compulsory 
vaccination, (2) compulsory vaccination restricted, 
(3) compulsory vaccination according to option of 
local health boards, or (4) compulsory vaccination 
only in the presence of small-pox. During the period 
1921-26 there were, in the States listed, 304,045 cases 
of small-pox, resulting in 3710 deaths. The group of 
States in which vaccination is compulsory for all or 
part of the inhabitants comprise 31 per cent. of the 
population of the country and yet have suffered only 


7 per cent. of the total incidence of small-pox. States 
where vaccination is restricted, for example, by the 
inclusion of a conscience clause, constitute 10 per 


cent. of the total population and have experienced 
24 per cent. of the small-pox incidence, and 30 per 
cent. of the total mortality. It is, of course, admitted 
that regulations are not enforced everywhere with 
uniform success, but the figures suggest that morbidity 
and mortality from the disease are affected by State 
regulations. 


ROYAL MEDICAL BENEVOLENT FUND. 


THE following are some additional cases relieved at the 
last meeting: 

Widow, of L.R.C.P. who died in 1926. When her husband 
died the Fund grant, together with his Epsom and Government 
Pensions, ceased. Applicant tries to support herself by envelope 
addressing at which her earnings rarely exceed 10s. a week. 
Total help given £35 and £26 voted in quarterly instalments. 
This grant is supplemented by the Royal Medical Benevolent 
Fund Guild who give 10s. a week. 

Widow, aged 70, of L.S.A. who died in 1906. Applicant and 
her three daughters and married son live together. Eldest 
daughter, aged 46, who has an annuity of £20, is an epileptic. 
Second daughter looks after the house; son, aged 43, married, 
one child, is an invalid receiving help from the British 
Legion and allows his mother £52 perannum. Youngest daughter 
32, is a dancing instructress and made £40 last winter, £30 of 
which she paid to her mother for her keep. Friends gave £28 
and applicant has the Old Age Pension. Rent and rates amount 
to €48 per annum. Previous help amounts to £81. Voted £26 
in quarterly instalments. 

Widow, aged 59, of L.R.C.P. who died in 1904. Only income 
is rent from a house which amounts to £65 after deducting 
expenses for repairs. Rent, including fire and light, £40 per 
annum. Asks for renewal of grant as her income is insufficient 
to meet her expenses and increased rent. Previous help £10. 
Voted £10 in two six-monthly instalments. 


Daughter, aged 64, of M.R.C.S. who died in 1890. Up to 
1922 supported herself as a lady’s companion, but owing to 
ill-health had to give up work. Income from investments 


amounts to £52 per annum; relations give €4. 
not pay any rent but £5 for rates. 
instalments. 


Applicant does 
Voted £15 in four quarterly 


Subscriptions may be sent 
Sir Charters Symonds, at 11, 
square, London, W. 1. 


to the Honorary Treasurer, 
Chandos-street, Cavendish- 


ANCOATS HospITaL EXTENSION.—The pressure upon 
Ancoats Hospital, Manchester, has become so severe—there 
is a waiting list of 1000—that the committee of manage- 
ment has decided upon extensions which will cost £100,000. 
A large adjoining site is to be acquired, upon which will be 
erected casualty and pathological departments, two operat- 
ing theatres, wards for men, women, and children, with 
100 beds, and full accommodation for the extra nurses and 
female staff. 
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Public Bealth Serbices. 


TUBERCULOSIS IN BIRMINGHAM. 
THE FUNCTIONS OF DISPENSARIES AND SANATORIUMS, 

THE annual report of the chief tuberculosis officer 
for Birmingham (Dr. G. B. Dixon) shows a satis- 
factory decline in the incidence of all forms of 
tuberculosis, while a comparision of the five-year 
periods, 1901-05 and 1922-26, shows a reduction of 
29 per cent. and 67 per cent. in the mean mortality 
from pulmonary and non-pulmonary Torms respec- 
tively. Both cases and deaths are still about twice 
as frequent in the central wards as in the outer ring, 
but it is encouraging to note that the most rapid 
decline in the death-rate is taking place in the central 
area, 

Dr. Dixon gives seven reasons for this decline, 
the most important being ‘‘ a higher general intelli- 
gence among the people,”’ and a growing apprecia- 
tion of the laws governing the maintenance of health. 
The others, he says, include Koch’s discovery of 
the bacillus and the work of the investigators who 
followed him, the isolation of patients in institutions, 
instruction given in the homes of the tuberculous 
and at sanatoriums, improvement in the food of the 
people, and greater devotion to outdoor exercise 
among both sexes. It seems unlikely. however, 
that the segregation of patients can at the present 
time play any important part in the diminution 
of infection, for in the Birmingham sanatoriums 
the average period of treatment does not exceed 
three months for adults, while 40 per cent. of 
the patients discharged were classified as Group ITI. 
—i.e., were suffering from advanced disease at the 
time of discharge. And though the instruction given 
at dispensaries and elsewhere has doubtless had some 
influence in diminishing the cases of infection, it 
is disconcerting to learn that in 1926 the health 
visitors found that in more than 1000 cases a tuber- 
culous patient was sharing a bed with another 
person. It should be added that in Birmingham 
every effort is made to rectify this deplorable state 
of affairs and that 955 beds are at present loaned or 
on hire in tuberculous families. 

The statement that nearly 20,000 attendances 
were made at the antituberculosis centre ‘ for 
treatment alone’? may well raise questions as to 
the nature of the treatment provided and whether 


any adequate return can be expected from the 
attendance of the tuberculous at an out-patient 
clinic. Experience suggests that a dispensary is 


more valuable when it is kept for purposes of con- 
sultation. There are no short cuts to a diagnosis 
of pulmonary tuberculosis in its earlier stages, and 
a tuberculosis officer who realises the importance 
of the evidence to be obtained from the history of 
the patient, who appreciates the need for a searching 
clinical examination, and who has facilities for 
radiography, will require at least half an hour for 
the investigation of each new case. Usually more 
than one examination of the patient will be necessary 
as well as repeated sputum and radiological tests in 
doubtful The overworked general practi- 
tioner, especially if his practice lies in an industrial 
area, cannot examine every patient complaining of 
suspicious chest symptoms with the care that is 
necessary if the earlier manifestations of tuber- 
culosis are to be discovered. The value of the dis- 
pensary lies in providing the general practitioner with 
the information he requires without any serious 
call upon his own time. If the dispensary is used 
as an out-patient clinic the tuberculosis officer will 
find much of his time wasted in seeing a succession 
of patients, most of whom are the victims of social 
circumstances rather than of disease and for whom 
he can do little. Nor will he approach the real 
consultation case with the freshness of mind required 
for the investigation of problems which call not only 
for skill, but for alert intelligence. Inflated atten- 
dances at dispensaries should therefore be avoided 


cases, 





and treatment, except of certain definite kinds, 
should be discouraged in them. 

It is noteworthy that among adult patients attend- 
ing the antituberculosis centre, bacteriological 
support for the diagnosis was lacking in 68-7 per cent. 
Of children attending for a first examination and 
newly notified, no less than 194 out of a total 196 
belonged to the ‘ pulmonary tuberculosis T.B. 
minus’ group, no sputum being available in 166. 
Apart from the very small group of children suffering 
from pulmonary tuberculosis of the adult type, the 
examination of the sputum is rarely possible and 
still more rarely helpful. The classification designed 
by the Ministry of Health applies to persons of all 
ages, though it is based upon evidence that can be 
obtained (with the exception noted above) only in 
the case of adults. The returns for pulmonary 
tuberculosis in children are therefore valueless. 

Dr. Dixon supplies a brief report on the work of 
the Birmingham sanatoriums from which 1748 patients 
of both sexes and all ages were discharged in 1926. 
The average duration of stay for males was (as noted 
above) 61-4 days, for females 90, and for children 148. 
It is evident from these figures that, as a rule, the 
duration of treatment is strictly limited, and whilst 
it is true that a short period at a sanatorium is some- 
times useful for educational purposes, it is equally 
clear that a brief period of improvement, followed by 
a recrudescence of disease on discharge, often leads 
to cruel disappointment, besides wasting public 
funds. Sanatoriums for adults should be reserved 
for patients whose social circumstances and clinical 
condition suggest that arrest of the disease is probable, 
and most of the patients on the registers of the 
tuberculosis dispensaries throughout the country 
can obtain only temporary benefit at a sanatorium. 
On the other hand, hospitals for the segregation of 
advanced cases are invaluable and more beds for 
these patients are urgently needed if tae health of 
t.en xt generation is to be safe uardel. Ina great 
many cases, again, money would be better spent 
on providing home treatment, with financial assist- 
ance, than on admitting patients to sanatoriums for 
brief periods under tuberculosis schemes. 


REPORTS OF MEDICAL OFFICERS OF HEALTH. 


THE following are some of the 1926 statistics of 


nine counties :— 


| Death-rates Death-rates 
per 1000 of the per 1000 
| population. births. 


Name of 
district and 
estimated 
mid-year 
population. 











Birth-rate. 


All causes. 
Tuberculosis. 
Cancer. 


with influenza. 





R 


Derbyshire -. |19°2) 10°6 


5076 115 17 |V3 57 71 16 
(615.800) | 
Hampshire .. |17°3}10°9 O'70 1°43 1°4 | 1°9 | 54 3 oO 
(409,500) 
East Sussex -- | 13°5)11°4 0°75 1°61 1°4 | 2°1 x4 42 y 1 
(264,400) 
East Suffolk -- |16°2)}11°9 0°69 1°54/1°9 |1°6 (2°6 | 68 35 


(208,320) 


Fife as 22°3) 10°77 0°64 1°22 L4 [12 °2 72 i4 
(110,984) 

Isle of Ely .. | 20°0) 11°5 0°70 1°63 1°2 | 1°2 ,7'1 | 60 6 
(77.070) 

Breconshire ee 18°0)11°7 O86 D1) 218 45 64 a4 


(61,380) 
Soke of Peter- 








borough | 16°0)13°0 0°53 2°02 1°6%,2°1 89 19 0 
(49,060) | 
Roxburgh .. |15°0)13°5 0°86 1°47 18 | 2°55 638 | 68 101 
(19,679) 
* Excluding “‘ other respiratory diseases.”” 


Derbyshire. 
Dr. W. M. Ash reports that an additional maternity 
home has been erected by the county council at 
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Ashbourne. It contains a public six-bed ward, 
three private single-bed wards, a labour ward, and 
an isolation room entered directly from the terrace. 
A plan of the building is given. To meet the puerperal 
fever regulations, it is considered that institutional 
treatment will be preferable to the provision of 
nurses for domiciliary treatment and arrangements 
are being made accordingly. Dr. Ash has much to 
say about the centrifugal movement of the popula- 
tion and the consequent need for country planning. 
Chains of houses and factories spring up along main 
roads and rivers and streams have to take their 
sewage and trade wastes. Scientific sewage purifica- 
tion has not been able to keep pace with this move- 
ment, and legislative action is urgently needed to 
prevent the beauty of the country being destroyed. 
Many clean milk competitions are being arranged 
in the county by the agricultural organiser, the 
awards being based on sediment tests and bacterial 
counts. A meeting of all the sanitary inspectors in 
the county was held to discuss the Milk and Dairies 
Order of 1926, and is expected to give valuable 
results in securing uniformity of standards and 
procedure. The following work was done under 
the Milk Act and Order: animals slaughtered 749, 
of which 678 had advanced tuberculosis, 65 had 
tuberculosis not advanced, and 6 were not tuber- 
culous. During the year 372 milk samples were 
examined for tubercle, and 41, or 11 per cent., gave 
a positive result. 

Bretby Hall orthopaedic hospital was opened in 
April for 50 cases of bone and joint tuberculosis 
in children, and an arrangement has been made with 
the education committee for the reception of 50 more 
children suffering from crippling defects of non- 
tuberculous origin. The conveyance of children 
to and from the orthopedic clinics is a difficulty, and 
Dr. Ash makes an appeal to those who have motor-cars 
and leisure to lend a hand. There is seldom more 
than one child in a village in need of such assistance. 
The notification of tuberculosis, although better 
than it was, is still very badly carried out. The 
school report shows that out of 27,048 children 
examined 5475 were referred for the treatment of 
ear, nose, and throat defects, and 1476 were operated 
on for tonsils and adenoids. Two satisfactory features 
are noted—first, that there is a marked decrease in 
the number of children suffering from otitis media; 
and, second, that an increasing number of children 
below the school age are brought up for treatment. 

The investigation of goitre still goes on and con- 
firms Dr. Ash in his view that lack of iodine is not 
the cause of goitre in Derbyshire, that it is impossible 
at present to prove the presence of iodine starva- 
tion in the population, and that the indiscriminate 
use of iodine is dangerous. The available evidence 
in this county, he says, goes to show that goitre 
has some relation to the water-supplies, and that it 
is more prevalent among the population supplied 
with water from the limestone than in those supplied 
with water from the millstone grit. The investiga- 
tion and experiments in Derbyshire have the advantage 
of being carried out by one observer, Dr. Philip 
Turton, so that in the classification of degrees of 
goitre the fallacy caused by the personal factor is 
eliminated. 

Hampshire. 

Dr. R. A. Lyster says the county council is the 
authority for the notification of births throughout 
Hampshire, with the exception of Winchester and 
Aldershot, and that the notification is well carried 
out. Only 1 per cent. of the births were unnotilied 
during 1926, and every mother receives, in response, 
a pamphlet on the care of children. The county 
council have made an arrangement with the Winchester 
Maternity Society to acquire adjoining premises and 
fit out a maternity home with eight beds for the 
exclusive use of county council patients. The home 
was opened in March and 74 cases were admitted 
during the year. The Royal Hants Hospital admits 
abnormal cases for the council, and an antenatal 
clinic is held there twice a month to determine 





whether applicants are suitable for the hospital or 
for the maternity home. The county council also 
take four beds at the Mothers’ Hostel, Epsom, at a 
cost of £60 per bed, to which women are admitted, 
with their babies, to be trained for domestic service. 
It is easy to secure suitable situations for the mothers, 
but not always easy to arrange about the baby. 
In some cases the county council make hostel grants 
of 10s. per week for the maintenance of the babies in 
the hostel when the mothers have secured work. 
Infant welfare centres have increased in number 
steadily year by year. In 1917 there were 11, and 
now there are 85. All of them are voluntary with 
county council officers to form the nucleus of the 
staff. There are some 550 voluntary workers, and 
it would be easy to obtain more for new centres if 
the county council could furnish the nucleus staff. 
The annual grant paid by the county council to these 
centres is only £600. In view of the puerperal 
pyrexia regulations, institutional treatment, patho- 
logical examinations at the county laboratories, and 
the services of the health visitors, who are all trained 
nurses, have been made available, and the question 
of a consulting obstetrician is under consideration. 

The scheme under which expectant mothers who 
engage a midwife and desire to insure against the need 
for having to call in a doctor is working satisfactorily, 
and is generally welcomed by the medical men in 
the county. The tendency is for medical services 
to be called in more frequently for the insured patients, 
but the rough figures available up to now do not 
indicate much difference in cost to the county council 
of insured and uninsured cases. About 45 per cent. 
of the confinements attended by midwives were 
those of insured patients. The extension of the mid- 
wifery service through the county nursing association 
proceeds more slowly than heretofore because the 
areas not provided for are comparatively isolated 
or in the nature of islands between the districts of 
existing nursing associations. 


East Sussex. 

Dr. A. G. R. Foulerton reports operations carried 
out under the Milk Acts and Tuberculosis Order. 
The county council have, as yet, only had milch 
herds inspected when there was an outside complaint 
of tuberculous milk. From Sept Ist, 1925, to 
April 30th, 1927, there were 19 such complaints. 
As a result 22 farms were inspected, 680 cows were 
examined, 68 had their milk specially tested, and 
ultimately 10 cows were shown to be giving tubercu- 
lous milk. Including these 10, 809 tuberculous cows 
have been notified to the police under the Tuberculosis 
Order during the first 20 months of its operation. 
Of these 795 were found to be tuberculous, 136 of 
which had lesions of the udder. The number of 
milch cows in the administrative county is 32,000. 
Dr. Foulerton suggests that 785 of these cows were 
notified to the police by the owners ‘either because 
the cow was seriously emaciated or because it showed 
other obvious signs of disease, suggestive of tuber- 
culosis—in other words, because the cow was in such 
an advanced condition of tuberculous infection as 
would render its milk seriously dangerous.’’ At the 
same time he appears to be desirous of showing that 
the introduction of the Order has been a gain from 
the public health point of view. The report, however, 
does not produce any evidence that the ‘‘ advanced ” 
cows were notified to the police at an earlier stage 
of the disease than that at which they would have 
been sent to the knacker in pre-compensation days. 

Under the council scheme for maternity cases 
54 women were admitted to the Women’s Hospital 
at Brighton, one to Crowborough Cottage Hospital, 
and two to Tunbridge Wells Maternity Home. Of 
the 57 cases, 15 were admitted as labour emergencies, 
30 because antenatal observation had detected 
abnormalities, and 12 on account of unfavourable 
home conditions. Considerable improvements have 
been effected at Darvell Hall Sanatorium, used jointly 
by the county and the Borough of Hastings, and the 
available beds have been increased from 75 to 93. 
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East Suffolk. 

Dr. Bernard Wood-White reports the reunion of 
the public health and school medical services after 
a separation of some six years, and that the health 
committee have accepted as a far-off ideal a scheme 
for a combined medical service similar to that in 
operation in a considerable part of the neighbouring 
county of Essex. Dr. Wood-White shows how the 
county could readily be divided into six areas, each 
with a population of about 30,000, in which one medical 
officer would act for the rural and urban district 
councils and also as assistant county medical officer 
of health. <A serious pollution of the river Gipping 
has been caused by the waste from a large artificial 
silk factory recently established at Stowmarket. 
The pollution is chiefly due to sulphur and sulphur 
compounds and causes a strong smell of sulphuretted 
hydrogen. Steps taken by the company had caused 
some improvement, but the trouble had not been 
removed at the close of the year. Dr. Wood-White 
does not seem very hopeful about the benefit likely 
to be gained from the Housing (Rural Workers) Act, 
1926. 

Up to 1926 there were no dairy farms in the county 
supplying ‘‘ designated ’’ milks, but during the year 
three owners have been licensed for Grade A milk. 
Three complaints of tuberculous milk were received 
from Lowestoft, but in no case was the veterinary 
inspector successful in finding an offending cow. 
As regards the production of cleaner milk, the con- 
servative attitude of the agricultural labourer is a 
difficulty, and to cope with it Dr. Wood-White 
thinks the sanitary inspectors should undergo a 
course of instruction at an agricultural college 
in the production of clean milk. Dr. Wood-White 
thinks *‘ the Tuberculosis Order cannot be called an 
unquestionable success and that numbers of definitely 
tubercular cattle are not brought to the notice of 
the veterinary surgeon.’””’ The number of cows 
slaughtered under the Order during thé year, for 
East and West Suffolk, was only 95; 7 of these 
suffered from tuberculosis of the udder, 2 were giving 
milk containing tubercle bacilli, 47 had tuberculous 
emaciation, and 38 other tuberculous conditions. 
The cows slaughtered included all bovines and more 
than half were milch cows. There are in East Suffolk 
alone about 25,000 dairy cows. An outbreak of 
acute infantile paralysis occurred in the small 
village of Dennington, with 15 cases and 4 deaths. 
The first case occurred in August, and most of the 
cases in October. There seemed to be distinct 
evidence of case-to-case infection. Notes of each of the 
15 cases are included in the report. The negotiations 
about the establishment of a venereal diseases centre 
at Lowestoft Hospital have reached a deadlock. 
Nursing associations have increased in number since 
1921 from 36 to 57, and now cover about two-thirds 
of the county. Their nurses act as the agents of 
the county council for the purposes of midwifery, 
maternity nursing, health visiting, and tuberculosis 
visiting. The county council subsidises these associa- 
tions to the extent of £1900 a year, and in order to 
cover the whole county an additional sum of at least 
£1200 will be necessary. On account of financial 
stringency the extension of the scheme is held up. 


Fife. 

Dr. G. Pratt Yule reports that of the four districts 
Dunfermline and Kirkcaldy were affected by the 
coal strike. The district committees undertook 
the feeding of expectant and nursing mothers and 
children under 5 from May Ist, and spent over 
£10,000, as compared with an expenditure on this 
head of £144 for the months January to April. After 
July most of this relief work was handed over to the 
parish councils. The health nurses in both districts 
reported that the families were well looked after and 
that the children were better fed than in normal 
times, chiefly owing to their much larger allowance 
of milk. One ‘bona fide’? midwife was removed 
from the roll for failure to call in medical assistance 
for a case of puerperal sepsis. During the last three 





quinquennia the deaths from puerperal sepsis have 
averaged 18, 14, and 12 respectively, and the deaths 
from other accidents of pregnancy 44, 75, and 51. 
Dr. Yule thinks the cases under the latter heading 


would often come more appropriately under the 
former. A small ward in the Kirkcaldy isolation 
hospital has been set aside for the treatment of 


puerperal sepsis. Insulin, ordered through the Board 
of Health, at a cost of 2s. per 100 units, is supplied to 
necessitous diabetic patients. Two males and eight 
females were so supplied during the year and one 
female was granted 10s. per week towards the cost 


of her special dietary. Houses are needed in the 
Cupar and St. Andrews districts, but the district 
committees have not so far provided any. In the 


Dunfermline district the need for houses continues 
in some mining areas, but may be modified as a 
result of the depression in the coal trade. With the 
approval of the local health authorities of the county 
a whole-time veterinary surgeon has been appointed 
for the purposes of the Milk Act. Steps are being 
taken to prevent the pollution of the river Eden by 
a beet sugar factory. At present the waste runs 
to a settlement pond of three acres, but the capacity 
of the factory is likely to be doubled, and continued 
watchfulness will be necessary. 


Isle of Ely. 

Dr. J. Pixton Walker describes among the special 
features of the year the better housing of his staff in 
the County Hall, the extension of mental deficiency 
work through a new voluntary association, and the 
fusion of the rural and urban districts of Whittlesey. 
Dr. Walker thinks the cutting down of the issue of 
cod-liver oil by tuberculosis dispensaries is a costly 
economy. The rivers Ouse and Lark are polluted 
by beet sugar factories at Ely and Bury St. Edmunds. 
Suggestions have been made to prevent the pollution 
at Ely by the provision of more baffles in the settling 
ponds and by the treatment of the effluent. In the 
Whittlesey urban district ‘44 householders draw 
their water from condemned wells and 27 draw their 
water from the Briggate river, where the town sewer 
discharges into the river.”” A case of midwifery 
attendance by an unqualified male practitioner was 
discovered in the Ely rural district a few days before 
the new Act came into force. In North Witchford R.D. 
a cow died on the roadway and the carcass was cut 
up and sold for human meat. Prosecution was 
successfuly undertaken for the technical offence of 
failing to give notice of slaughtering, and at the trial 
it was held that * slaughtering ’’ did not end with 
the death of the animal, but included the preparation 
of the meat for human consumption. 


Breconshire. 

Dr. Herbert Davies reports that the nurses of the 
local district nursing associations perform the duties 
of midwife, school nurse, and health visitor. Mid- 
wives attended 957 live births and 56. stillbirths. 
The proportion of stillbirths to live births in the 
county was 5-7, which is unusually high. The treat- 
ment of tuberculosis is carried out by the Welsh 
Memorial Association, and a county council committee 
meets quarterly to consider the housing conditions 
of each person notified. Cases of overcrowding are 
reported to the local sanitary authorities with a view 
to securing the better housing of the patients. 


Soke of Pe terborough. 

Dr. Christopher Rolleston gives in his report 
a full scheme for the working of the Housing (Rural 
Workers) Act of 1926, but his health committee 
have decided not to adopt it. Dr. Rolleston thinks 
the Act, if wisely administered, would confer untold 
benefits upon the countryside, and points out that 
the counties bordering on the Soke have already 
adopted it. Dr. Rolleston urges the advisability of 
the establishment of antenatal centres at Peter- 
borough and Stamford. The county council has 
made arrangements with Stamford Infirmary for 
labour and of 


the reception of cases of difficult 
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puerperal fever for the two rural areas, but the ano aa 1; WAGE - PNG . . 
council of the City of Peterborough, the one urban IN} ECTIOl a DISEASE IN i ENGLAND AND 
area, has ‘‘ decided not to ask the Minister of Health WALES DURING THE W EEK ENDED 
at present to allow them to have power to have OCT. 29TH, 1927. 
bacteriological examinations, hospital treatment, or Notifications.—The following cases of infectious 
trained nurses.”’ Fifty-eight per cent. of the infant 


deaths in the county were due to congenital debility, 
and three infants received orthopedic treatment, 
suffering respectively from spinal curvature, club- 
foot, and spastic hemiplegia. Dr. Rolleston emphasises 
the difficulty of the agricultural labourer in securing 
dental treatment for the most important member of 
the home—the mother. Dr. Rolleston’s work in his 
small county is largely clinical, and he gives the 
notes of cases of pulmonary tuberculosis treated by 
him by means of artificial pneumothorax. The cases 
number 28 and have been dealt with during the last 
ten years. Seven are in full work, three more in 
excellent health, including one woman who has gone 
through pregnancy; six are able to do some work, 
one in spite of the complication of heart disease ; 
five others are in very fair health, including one who 
has successfully recovered from an operation for 
stone in the kidney; two are making satisfactory 
progress; one is doing badly; and four are dead. 


All the cases were advanced ones and many have 
lost the tubercle bacilli in their sputum under 
treatment. 

Roxburgh. 


Dr. M. J. Oliver says the occurrence of a false 
alarm of small-pox demonstrated the utter unsuit- 
ability of the wooden structure, scantily provided 
with furniture, bedding, and utensils, and unused for 
many years. for the receipt of patients. The country 
children had to be excluded from the high school 
at Hawick for the later months of the year owing 
to the prevalence of scarlet fever, and an outbreak 
of this disease, with 23 cases in different districts, 
was caused by a family who did not get medical 
advice for the original case. Dr. Oliver is not satis- 
fied that our education system is doing anything to 
train up mothers who will require less supervision 
than the present generation. Maternal efficiency, 
he says, is more important for the health of the 
young than such conditions as poverty, under- 
feeding, or overcrowding. The education of good 
mothers is in the hands of the education authorities, 
while the sanitary authorities have to deal with 
conditions due to bad mothers. Newstead Hospital, 
serving the Jedburgh and Melrose districts, has been 
greatly improved during the year. The Kelso 
Hospital needs a motor ambulance. The services of 
the aural surgeon have been found invaluable. Dr. 
Oliver says everyone interested in dairy work and 
meat inspection understands the importance of 
obtaining the services of independent whole-time 
veterinary inspectors, and that the county council 
had practically succeeded in attaining this object 
by getting all the health authorities in a wide area 
to combine. Unfortunately, when it became known 
that the Board of Health had agreed to the appoint- 
ment of part-time inspectors in Perthshire, one after 
another the authorities dropped out of the combine 
and the county council has had to fall back on part- 
time inspectors for each of its five districts. The 
farms only number some 70 to 80 and the milch cows 
in four districts (excluding Liddesdale) number under 
1000. An attempt is being made to secure some 
uniformity by means of a subcommittee of the county 
council. The new by-laws have been approved and 
“imply a revolution in dairy work.’”’ and much 
patient work will be required to bring them into 
operation. The county sanitary inspector’s descrip- 
tion of the conflict between the ‘‘ Uppies’’ and the 
** Doonies ” in Ancrum village illustrates the difficulty 
of parish sanitary administration. The ‘‘ Uppies ”’ 
lose their water-supply when the service tank is 
low and favour an improved scheme and also a 
scavenging system. The ‘“‘ Doonies ’’ have continuous 
water-supply without carrying it and tip their refuse 
over the river bank, and therefore care for neither 
of the things desired by the ‘‘ Uppies.”’ 





disease were notified during the week :—Small-pox. 199 
(last week 200); scarlet fever, 2690; diphtheria, 1417 ; 
enteric fever, 74: pneumonia, 1112; puerperal fever, 36; 
puerperal pyrexia, 113; cerebro-spinal fever, 7; acute 
poliomyelitis, 25 : acute polio-encephalitis, 3: encephal- 
itis lethargica, 27; dysentery, 8; ophthalmia neo- 
natorum, 91. There was no case of cholera, plague, 
or typhus fever notified during the week. 

Deaths.—In the aggregate of great towns, including 
London, there was no death from small-pox, 3 (1) from 
enteric fever, 25 (2) from measles, 4 (0) from scarlet 
fever, 6 (0) from whooping-cough, 41 (13) from 
diphtheria, 66 (9) from diarrhce. and enteritis under 
two years, and 64 (11) from influenza. The figures in 
parentheses are those for London itself. The number 
of stillbirths registered during the week was 238 in 
the great towns, including 44 in London. 





The Serbices. 


HONORARY SURGEONS TO THE KING. 

Colonel Thomas Kay, D.S.0., T.D., Assistant Director of 
Medical Services, 52nd (Lowland) Division. Territorial Army 
(vice Colonel F. H. Westmacott, C.B.E., T.D.), and Colonel 
Reginald Ernest Bickerton, D.S.O., T.D., Assistant Director 
of Medical Services, 56th (1st London) Division, Territorial 
Army (vice Colonel A. D. Sharp, C.B., C.M.G., T.D.), have 
been appointed honorary surgeons to the King. 


ROYAL NAVAL MEDICAL SERVICE. 


Surg. Lt.-Comdr. A. G. McKee is promoted to the rank 
of Surg.-Comdr. 


ROYAL ARMY 

Capts. to be Majs.: W. 
R. S. Dickie. 

Lt. (on prob.) E. W. 
restd. to the estabt. 

Lts. (on prob.) W. F. Lane and T. F. M. Woods are seed. 
under the provisions of Art. 205, Royal Warrant for Pay 
and Promotion, 1926. 

T. F. M. Woods to be Lt. on prob. 


MEDICAL CORPS. 
H. A. D. Sutton (Prov.) and 


Hayward, from the secd. list, is 


ARMY DENTAL CORPS. 
Capt. E. D. Batty resigns his commun. 


retains the 
rank of Capt. 


and 


TERRITORIAL ARMY. 
Capt. K. Simpson resigns his commn. 
Lt. H. A. Eadie to be Capt. 
Lt. R. E. Davie, late Cameronians, to be Lt. 


INDIAN MEDICAL SERVICE. 
Lt. J. F. Shepherd to be Capt. 
Temp. Lt. Syed Mahmood Ali Khan to be Temp. Capt. 
Lakshman Dass, Trilok Chand Puri, Sher Mohmed Khan 
Mallick, Rewati Raman Bakhshi, Chandra Mani, Amolak 
Singh Arora, Yadu Nandan Lal, Aziz Ahmed, and Keshorao 
Balwantrao Gore to be Temp. Lts. 


ROYAL ARMY MEDICAL CORPS EXAMINATIONS. 

The next examination for commissions in the Royal 
Army Medical Corps will be held in January next. Applica- 
tion by intending candidates should be made to the Under- 
Secretary of State (A.M.D.1), the War Office, Whitehall, 
London, S.W. 1. 

NAVAL NURSING SERVICE. 

The medical members of the Consultative Board which 
has been formed to advise on matters concerning Queen 
Alexandra’s Royal Naval Nursing Service, and of which 
the Queen is President, are : chairman, Surgeon Vice-Admiral 
A. Gaskell, Medical Director-General of the Navy ; deputy 
chairman, Surgeon Captain R. W. B. Hall, Deputy Medical 
Director-General; and Surgeon Commander F. Lewis 
Smith, an assistant to the Medical Director-General. 


DIPHTHERIA AT CATERHAM BARRACKS. 
We understand that it has been decided to close Caterham 
Barracks for three months on account of diphtheria. At 


present the cause of the outbreak cannot be traced and 
there seem to be only a few cases. 























THE LANCET, | 


OBITUARY. 





[Nov. 12, 1927 1047 








Obituary. 


HENRY PATRICK CHOLMELEY, M.A., M.D.Oxr., 
LATE ASSISTANT EDITOR OF ** THE LANCET.”’ 

WE deeply regret to announce the death of Henry 
Patrick Cholmeley, which occurred on Sunday, 
Oct. 30th, at Forest Edge, Forest Row, after a brief 
final illness, at the age of 68. To many contributors 
of THE LANCET he was well known personally on 
account of his long service here on the editorial staff, 
while all our readers will have obtained information 
and pleasure from the varied and learned nature of 
his contributions during the past 30 years. 

Henry Patrick Cholmeley was the only child of 
Dr. Henry Cholmeley, an officer in the H.E.1.C., by 
his wife, the daughter of Mr. J. Cumin, of Bath, 


and sister of the late Sir Patrick Cumin, of the 
Education Office. He was born in 1859 in Rangoon, 
and when he was an 


other, with perfect affection, and yet with independ- 
ence. The son’s deference was always there through 
frequent arguments, and the mother’s realisation of 
the son’s learning never stopped a firm and humorous 
output of her own views. They made a common 
study of many books, and had a common delight in 
good music, and lived on terms of love and intimacy 
that words cannot exaggerate. But the experiment 
in general practice Was never a success. Cholmeley 
was shy in manner, dry in speech, fine in sentiment, 
and impatient of patronage. His poorer patients and 
all in serious plight of any sort had his devoted 
service, and these were always able to detect beneath 
his reserve the deep sympathy with them and the 
willingness to spare no effort. But for the routine of 
medical practice he had little aptitude, and to patients 
whose cases presented no points of pathological or 
therapeutic interest he never seemed a sufficiently 
serious adviser. He was impatient of fussiness and 
selfishness, and, though the kindest of men, he grudged 
expenditure of time in the réle of mere comforter, 
and was no expert in 
concealing his feelings. 





infant of 8 months lost 
his father, who was 
attached to a_ special 
mission in Burma as 
P.M.O. His mother, 
quite a young widow, 


returned to her father’s 
house and lived there 
with her child for nine 
years. On his going toa 
preparatory school—Mr. 
Waterfield’s well-known 
establishment at East 
Sheen—she took a house 
in the neighbourhood, 
and when he went on to 
Eton, to Mr. Warre 
Cornish’s house, = she 
again went to live near 
by. At Eton he rose toa 
high place in the school, 
and acquired a love of 
the classics which he 
never lost, retaining 
throughout his life a 
familiarity with both 
Greek and Latin litera- 
ture which, to-day at 
any rate, is quite un- 








So after less than ten 
years in practice he 
retired, and joined the 
staff of THe LANCET in 
1896, being shortly after- 
wards appointed assistant 
editor, in collaboration 
with the present editor. 
Our illustration depicts 


him as he was at this 
date. 

At THE LANCET his 
work, both within and 
without the office, was 
untiring and of a very 
varied nature. For the 


duties of a sub-editor he 
had a great distaste and, 
indeed, he was quite 
unfitted forthem. There 
soon became no question 
of expecting him to pre- 
pare contributions for the 
press in any orderly way. 
or to conform closely to 
any Official pattern. But 
he was a first-class judge 








usual. He proceeded to 
Magdalen College, 
Oxford, and having 
decided to follow his father’s profession graduated in 
arts and medicine, completing his medical training at 
St. Bartholomew’s Hospital. 

He entered the medical school in 1882 and took 
the M.R.C.S. Eng. in 1886, graduating in medicine 
at Oxford in the same year. His medical teaching 
was largely received from Dr. James Andrew, from 
whom he derived his sound clinical insight and for 
whom he always maintained a high regard. He acted 
as house surgeon to Mr. Alfred Willett, and then for 
three months assisted Dr. Lewis Jones in the founda- 
tion of the first electrical department in the hospital. 
Always a strong Churchman and profoundly interested 
in Church history, he went at this period, to his great 
pleasure, on Archbishop Benson’s preliminary mission 
to the Assyrian Church with Mr. Athelstan Riley, 
but here he suffered a severe breakdown, contracting 
hemoglobinuria in Persia. On restoration to health 
and return to England, he was for various periods 
R.M.O. to the Victoria Hospital for Children and the 
Kensington Dispensary, and for some time performed 
the duties of medical registrar at the North-West 
London Hospital. 


DR. H. P. 


On the expiration of these appointments he 
set up housekeeping with his mother, and went 
into general practice in Onslow-crescent, South 


Kensington. They will be remembered by many as 
a delightful host and hostess, who kept their positions 


towards each other, and towards the friends of each | 


CHOLMELEY. 


of literature, general and 
medical, and in both 
fields his range of reading 
had been catholic, while 
his power of recalling what he had read and where 


he had read it was remarkable, especially as his 
references were drawn from such varied sources. 
Not a facile writer, his leading articles and 


editorial communications were produced with diffi- 
culty, and seldom gave satisfaction to his fastidious- 
ness, but his accuracy was unfailing, his approach 
to a subject was logical, and the ideals, that he 
put forward were always lofty yet never priggish. 
As a reviewer he was generous to all writers 
save the pretentious, and those who simulated a 
scholarship or culture which they did not possess. 
Many of his notices of books took the form of little 
essays on the subject matter, in which he would give 
reasons for his judgments, a procedure which would 
sometimes lead to letters from the writers to their 
unknown critic, seeking further information. This 
would usually occur when the work was one of medical 
history, in which he was deeply read, as his own 
contribution to this branch of study shows. For 
Cholmeley’s work, ** John of Gaddesden,”’ is a model 
of what contributions to the long story of healing 
should be. His views were similar to those so pro- 
fusely supported in the ‘* Golden Bough,”’ for he held 
that many popular ideas are survivals of ancient 
pathology which have taken longer to die out among 
the public than among members of the medical 
profession, but in which the foreshadowing of later 
discoveries and methods can be definitely traced ; 
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and he urged, for this reason, that the exponents of 
early pathology should be approached with real 
respect, pointing out that, in the light of new facts 
discovered and of new principles formulated, the 
fancy of the past may become fact of the present. 
In this spirit he wrote the life of John of Gaddesden., 
the first English court physician, who flourished at 
the end of the thirteenth century, and who compiled 
the Rosa Medicine from Greek, European, and 
Jewish sources, illustrating the learning of his pre- 
decessors by personal observations drawn from 
extensive practice. The book illustrates the general 
scientific equipment of a physician of those far-off 
days, with its reliance upon superstitions, and none 
the less upon clinical observations, and justified 
Cholmeley’s thesis that the empirical statements were 
not necessarily false because they were formerly 
saddled with an explanation later seen to be erroneous. 
After the death of his mother in 1903, Cholmeley lived 
for a time in Portland-place with his great friend, 
Gustave Schorstein, but Schorstein, it will be remem- 
bered, fell a sudden victim to diabetes, and in 1908 
Cholmeley went to live at Westerham with another 
intimate friend, Dr. Arthur Maude. While travelling 
in Italy with Dr. Maude in that year he had a severe 
attack of pneumonia, after which he remained in 
exceedingly delicate health, and it soon became clear 
that he could no longer carry on life in a city office. 
So to our great regret he left the inside staff of the 
paper, though to the day of his death he never severed 
his connexion with us, and even this week there 
appear contributions from his pen written at the com- 
mencement of his fatal illness. From 1908 onwards he 
lived with Dr. Maude and his wife, removing with them 
in 1914 from Westerham to Forest Row, where he died. 
Of their life in Sussex Dr. Maude writes: ‘‘ We 
moved to Forest Row in the year of the outbreak 
of war, and in spite of his feeble health Cholmeley 
acted as civilian medical officer to the large artillery 
training camp on Ashdown Forest ; but at the end of 
six months he found this appointment taxed his 
strength too much, though he continued to work 
steadily in multifarious directions where he could 
fill the gaps left by those gone on military service. 
Though all his time with us he kept up his fine know- 
ledge of the classics, especially of Virgil, wrote 
occasional articles, mostly reviews for THE LANCET, 
and read omnivorously. He interested himself much 
in gardening, and developed a love of flowers into 
a sound knowledge of horticulture. And always a 
keen Churchman, he took an active part in the 
ecclesiastical matters of the neighbourhood, where 
his real acquaintance with Church history, music, 
and Christian art in all countries, gave his opinions 
and counsel just value. His death will be keenly felt 
by many in Forest Row, where his piety, learning, and 
gentle charm of character were widely appreciated.”’ 
Cholmeley always described himself as a happy 
man, and the sources of this happiness lay in his own 
fine character. Much learning left him modest, a 
truly charitable nature freed him from all bitternesses, 
he had no jealousies, and his trained mental qualities 
gave him the power to enjoy beauty in all forms. To 
his colleagues at THE LANCET, in every department, 
his death has been a real scurce of grief. sss 


ERIC WEMYSS FULTON, M.B., Cu.B. ABERD. 


WE regret to announce the death of Dr. Eric Wemyss 
Fulton, which occurred from lobar pneumonia at 
the early age of 27. In him neurology has lost a 
brilliant young exponent. 

Eric George Alexander Wemyss Fulton was the 
son of Dr. Thomas Wemyss Fulton, the superin- 
tendent of scientific investigations on the Fishery 
Board of Scotland. He was born in Aberdeen and 
educated at the Aberdeen Grammar School. Proceed- 
ing as a medical student to the University, he 
graduated as M.B., Ch.B. in 1924, and from the 
beginning of his career as a qualified man was drawn 
to the study of neurology. After filling certain 





resident appointments he came to London as clinical 
assistant at the West End Hospital for Nervous 
Diseases, and at that hospital was successively house 
physician, resident medical officer, and in-patient 
registrar. At the time of his death he still retained 
connexion with the institution, for he was doing 
honorary work as clinical assistant in the out-patient 
department and was following up various groups of 
cases. In the meantime he had been appointed 
resident medical officer in charge of the post- 
encephalitis lethargica unit at the Northern Hospital 
of the Metropolitan Asylums Board (Winchmore Hill), 
under the Ministry of Health. Here he devoted 
himself with great zeal to the study of the problems 
involved in cases of this disease which present to-day 
so much difficulty both in diagnosis and prognosis. 
Some of his observations and their results have been 
embodied in the reports of the Metropolitan Asylums 
Board, though much of his work still remains unpub- 
lished. The same may be said of his work at the 
West End Hospital, where he was engaged upon a 
series of researches into the comparative diagnostic 
value of the different physical signs of upper neuron 
lesions, their significance, and explanation. Here also, 
in collaboration with Dr. Worster-Drought, he investi- 
gated in turn every method advocated for the treat- 
ment of encephalitis lethargica both during the acute 
and the chronic stage. This work extended practically 
throughout his term at the hospital, and he was still 
continuing to investigate the later methods at the 
time of his death. When he was taken ill he was 
collaborating with Dr. Kinnier Wilson, consulting 
neurologist to the Metropolitan Asylums Board, in 
the preparation of a paper on clinical post-encephalitic 
phenomena, and his scientific keenness may have 
actually determined his death, for so insistent was he 
to complete his investigations that he did not cease 
working until virtually he collapsed. Only last year 
he had suffered from an attack of broncho-pneumonia, 
but he had steadily declined at that time to take the 
rest which was advised him by his doctor, and no 
doubt his final illness found him a ready victim. 

Erie Fulton was attractive both in mind and 
manner. He had endeared himself to all with whom 
he came in contact. and his death will be deeply 
regretted by both patients and colleagues alike. 
Certainly if his life had been spared a great scientific 
future lay before him. __ 


ROBERT LOWIS ROUTLEDGE, M.B. Durn. 

THE sudden death of Dr. R. L. Routledge, of 
Haydon Bridge, as the result of a motor-cycle accident 
while on his rounds, adds another to the list of 
tragedies whereby medical men have lost their 
lives in the pursuit of their avocation. Born at 
Rookhope in Weardale 53 years ago, he studied 
medicine at the Newcastle School and graduated 
as M.B., B.S. at the University of Durham in 1899. 
For a time he acted as one of the medical officers at 
the Newcastle Dispensary, and afterwards assisted 
Dr. Gray, of Stanhope. About 23 years ago he went 
to Haydon Bridge where he took over the practice 
of the late Dr. Callender. Dr. Routledge soon became 
well known and highly respected in South Tynedale, 
for his practice comprised a scattered agricultural 
district. He was medical officer for the district, 
and took a great interest in everything which concerned 
its welfare. A strong supporter of outside sports, 
he was actively associated with the Haydon Bridge 
cricket club. At the outbreak of the late war he joined 
the 4th Battalion Northumberland Fusiliers (Terri- 
torials), and served throughout the period of hostilities. 
Afterwards he took a great interest in the local branch 
of the British Legion. A colleague writes of him :— 

** Routledge was always cheery and optimistic, but 
unassuming and very human, content to minister to his 
patients and to find recreation in his own home circle and 
in promoting the welfare of his own village. He will be 
greatly missed and mourned far and wide, and not least in 
many a lonely homestead, for he was kindness itself to his 
poorer patients.” 

He leaves a widow and one son, who is studying 
for his father’s profession. 











THe LANCET, | 


THE USE AND MISUSE OF DENTAL SKIAGRAMS. 





[Nov. 12, 1927 


1049 








Correspondence. 


“ Audi alteram partem." 


THE USE AND MISUSE 
SKIAG RAMS. 
To the Editor of Tue LANCET. 


Sir,— Dr. Badcock’s letter in your issue of Oct. 22nd 
raises a question of the utmost importance to both 
medical and dental practitioners. Very few would 
disagree with the statements he makes, but the issue 
is much wider, I believe, than the interpretation of 
dental radiograms. The relationship between the 
doctor and the dentist certainly could be improved. 
A greater knowledge of dental pathology would 
appear to be the solution for all practitioners. The 
dentist cannot know a special form of pathology 
without being more widely acquainted than at present 
with the general principles of the subject. The medical 
practitioner has little opportunity of acquiring 
knowledge of dental diseases. The curriculum for 
any examination does not demand such knowledge, 
and, if demanded, hardly any examiner under the 
present arrangements is capable of conducting such 
an examination. 

The number of medical students attending the 
dental departments of the hospitals for information, 
beyond that of extraction of teeth, is remarkably 
few. In fact for the most part, medical men know 
nothing of dental diseases or their pathology. The 
commonest interpretation is that discoloration 
constitutes disease ; frequently have I known a tooth 
stained black by the application of nitrate of silver 
to be regarded as the worst tooth in the mouth. 
These remarks may be thought too severe, but I would 
not have them so interpreted, for until recent years 
only the few have regarded pathological changes 
connected with the teeth as of great importance. 

What seems to have happened is that the medical 
practitioner, possessing in radiograms his only form 
of information upon dental conditions, has credited 
them with an excessive value, whilst the dentist 
with a limited knowledge of pathology has done the 
same. Stereoscopic radiograms, when obtainable, 
are of greater value than simple films or plates, but 
each is obtained through such a thickness of bone 
that unless a marked change has resulted, little 
information can be derived. 

In the future some knowledge of dental conditions 
must be acquired by all medical men. The real 
issue, therefore, is educational. Can the curriculum 
be extended ? I feel sure the time will come when all 
special departments will have to be attended and a 
separate examination conducted upon the elementary 
principles of each of these special subjects. 

I am, Sir, yours faithfully, 
W. Warwick JAMEs. 
Nov. Ist, 1927. 


OF DENTAL 


Park-crescent, W., 


HIRSCHSPRUNG’S DISEASE IN ADULTS. 
LIVER DIET IN ADDISON’S ANZEMIA, 
To the Editor of Tuk LANCET. 


Str,—In your issue of Oct. 29th Dr. S. Harold 
Cookson described an interesting case of Hirsch- 
sprung’s disease resulting from achalasia of the 
anal sphincter in a man of 69. He states on my 
authority that the disease is very rare in individuals 
over 30 and he was unable to discover any recorded 
case after the age of 40. It may therefore be of 
interest to record the fact that since 1922 we have had 
under observation five males, aged respectively 9, 
41, 41, 61, and 42, and two females, aged 34 and 50, 
with typical radiological and sigmoidoscopic signs of 
megacolon (so-called Hirschsprung’s disease) secondary 
to achalasia of the anal or pelvi-rectal sphincter. 
None of the cases required operation. 





Our experience of the treatment of Addison’s 
anemia by liver diet fully confirms that of Dr. J. H. 
Anderson, and Dr. E. Ll. Spriggs reported in your issue 
of Nov. 5th. We first tried it in 1925 after reading 
the paper by Bobscheit-Robbins and Whipple in the 
American Journal of Physiology, in which they 
described experiments showing the favourable effect 
of liver given by mouth as a stimulant to blood 
formation in artificial anemia in animals. Unfor- 
tunately we gave insufficient to produce any definite 
results. After the appearance in August, 1926, of 
Minot and Murphy’s first paper on the treatment of 
Addison’s anzmia with large quantities of liver we 
have given this diet in about a dozen cases, in addition 
to the administration of hydrochloric acid and the 
adoption of means to overcome the oral and intestinal 
infection. The results have been uniformly good ; 
two or three patients, who would probably have died 
under the old régime, have recovered. It may tbe 
worth adding that raw liver sandwiches can be made 
very palatable by the addition of anchovy paste. 

Unfortunately, the liver diet appears to have no 
effect on the associated nervous disease 
combined degeneration of the spinal cord. 

I am, Sir, yours faithfully, 


—subacute 


New Lodge Clinic, Windsor ARTHUR F. Hurst. 
Forest, Nov. 7th, 1927. 
PAYMENT TO HOSPITALS FOR MOTOR 


ACCIDENTS. 
To the Editor of Tuk LANcET. 

Str,—The reply of Mr. P. T. Carill-Worsley, 
vice-chairman of the Norfolk and Norwich Hospital, 
will be read with great interest. From it is to be 
gathered that the statement in the report printed on 
p. 892 of your is-ue for Oct. 22nd was incorrect when 
it said ‘‘a private practitioner . .. could send his 
bill to an insurance company ’”’ for attendance on a 
motor accident victim and that consequently, by 
putting these persons in private wards, the hospital 
authorities could do the same. 

There is no analogy between a voluntary hospital 
and a private practitioner. The former is a charitable 
institution and the latter is not. The former, in 
making any claim on a victim, would have to prove 
that a contract existed; in the of the latter 
it is always inferred. What one understands to be 
the present position is that a voluntary hospital, 
being a charitable institution, cannot uphold any 
claim on a victim directly or indirectly for services 
rendered, unless that victim makes request, verbally 
or in writing, in advance, to be admitted either as a 
paying patient in the ordinary wards or to the private 
wards or buildings, and that placing him in the 
private wards rather than in the public wards without 
any such request expressed previously, will not 
reduce the expenses, but rather increase them. 
besides using up a much more limited space. If this 
is so, the only apparent way to alter the situation 
would seem to be to obtain legislation. May not 
the insurance companies say, when asked to pay for 
private ward treatment, that voluntary funds are 
intended for accidents and emergencies, and if they 
are not sufficient they should be increased; and if 
you have been placed in a private ward, and the 
hospital has thereby incurred expenses of an increased 
nature, that is not our concern ? 

The Norfolk and Norwich Hospital authorities 
propose to adopt the practice of placing victims 
one concludes in all ranks of society—in private 
wards in order thereby to appeal to the generous 
instincts of insurance companies, which, after all, 
are business concerns. Would it not be as well, 
before this line of action becomes general, to ask the 
Hospital Association to state a case for counsel’s 
opinion, whilst, at the same time, approaching the 
body representative of insurance companies in order 
to discover whether they would consider favourably 
the proposed procedure ? 

I am, Sir, yours faithfully, 
Hove, Noy. 8th, 1927. E. ROWLAND FOTHERGILL, 


case 
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MORBUS MACULOSUS NEONATORUM. 
To the Editor of THE LANCET. 

Str,—The etiology of th's disease is obscure. 
It does not, as far as I know, appear in epidemic 
form; nor can I find any record of its appearance 
in association with a hemorrhagic type of a specific 
infectious disease. On that account the following 
experience in my practice may be worth recording. 
On April 18th, 1927, I delivered a primipara of a 
healthy female child, the labour being normal and 
short. On the 21st the child developed morbus 
maculosus, and died next day in convulsions. On 
August 8th I attended, in the same house, a sister, 
aged 12 years, of this woman. She was suffering 
from severe hemorrhagic diphtheria, and, in spite of 
immediate treatment at home and in hospital, died 
a few days later. There seems to me to be a possible 
relation between these two cases. 

I am, Sir, yours faithfully, 
W. McC. MACPHERSON, 

Birmingham, Nov. 8th, 1927. 


INTERMITTENT CLAUDICATION: THE 
USE OF HEAT. 
To the Editor of THE LANCET. 

Str,—The admirable paper by Dr. Wilson Gill and 
Dr. Newell Moss in your issue of Oct. 29th illustrates 
the effect of heat in widening a contracted arterial 
bed; and also illustrates the choice that often lies 
between local and general applications. For inter- 
mittent claudication I have long been accustomed to 
use a leg bath of hot air (180°-250° F.) with good and 
lasting effect... Not only is the circulation in the 
limb greatly increased, but the body temperature 
often rises to 100° or 101° F., and the tissues are 
flushed with warmed blood. In patients with a 
generally subnormal temperature this may well be 
beneficial, as we find is the case after a course of hot 
baths or packs. The authors have 
widespread or general diathermy with large plates 
relieves a local spastic condition. There is much to 
be said for both local and general applications of heat 
in vasomotor hypertonia, and both obviously have 
their uses.—I am, Sir, yours faithfully, 

London, Nov. 2nd, 1927. R. ForRTEsScUuE Fox. 


SKIN GRAFTING FOR X RAY BURNS. 
To the Editor of THE LANCET. 


Srr,.—The following will be of interest to those 
suffering from X ray burns and their consequences, 
and to those who have patients under their care 
from the same causes. About 20 years ago I had a 
large amount of X ray treatment given to me for 
psoriasis on the hands, with the result that about 
four years ago an ulcer developed, which became 
epitheliomatous. This was cut out in January, 1926, 
and an attempt to skin-graft completely failed. 

In June of the same year the epithelioma returned, 
and was again cut out, leaving the wound to heal by 
cicatrisation. Again, in March of this year an 
epitheliomatous ulcer appeared. I had the oppor- 
tunity of consulting Prof. Holzknecht, of Vienna, 
who himself has had many operations for X ray 
damages. He sent me to Dr. Gilmer, of Munich, 
who had operated on him four times, and to whom he 
considered he owed the saving of a large part of his 
hand. Dr. Gilmer has for 20 years studied these 
X ray destructions, &c., and methods of direct skin- 
grafting after removal of the affected tissue, however 
deep. I was three weeks in Munich under his care, 
with the result that where I had an epitheliomatous 
ulcer and a large, threatening scar, now I have quite 
good skin, which is rapidly becoming not only normal, 
tut has entirely replaced the skin in the affected 
area. 


* Jour. of Balneol. and Climatol., 1899, p. 220; Principles 
and Practice of Medical Hydrology, 1913, p. 86. 


observed that | 





I had the opportunity of seeing and hearing of 
many of his cases, and in some of the worst X ray 


burns involving large areas of skin, as well as 
epitheliomatous ulcers, complete cures resulted. 
His method is direct grafting under conduction 


anesthesia and without antiseptics of any kind; 
his special experience and after-care of these cases 
are certainly most remarkable in their results. I feel 
it my duty to let others who are suffering from the 
after-effects of X ray burns, with perhaps the same 
hopeless outlook I had, know that there is a very 
real and successful method of cure. 
If it would aid any medical men 
show them my hand. 
I am, Sir, yours faithfully, 
Epwarp D, MApGr, M.R.C.S.. L.R.C.P., L.S.A. 
60, Brompton-square, S.W., Oct. 30th, 1927. 


I will gladly 





“SANE ENOUGH FOR SENTENCE.” 
To the Editor of THe LANCET. 

Sir,—Under this heading in your issue of Oct. 29th 
you deal with the case of an inmate of the Three 
Counties Mental Hospital sentenced at the Bedfordshire 
Assizes for assaulting a member of the hospital staff, 
and you suggest *“‘ there must be something wrong 
with the law when an asylum inmate is sentenced as 
a sane man.” You then go on to say: ‘“ This and 
other instances raise the old disquieting doubts 
whether the law courts do not sometimes deliberately 
ignore the medical history of accused persons instead 
of obtaining the utmost possible information before 
passing sentence.” 

If your columns are not closed to the mere layman, 
may I put an opposite point of view to your read rs ? 
But, first, let me state that it is now admitted by the 
Board of Control that the asylum inmate (whose name 
was Isaac Mitcham) was discharged from certificate 
on August 17th last, though the fact was withheld 
from him, was not available to counsel, and was 
apparently not even known to Mr. Justice Swift when 
he passed sentence. If there is a duty incumbent on 
the law courts to obtain the medical history of a case 
before passing sentence, surely there is a double duty 
incumbent on members of the medical profession to 
obtain adequate information before certifying. Yet 
in the case of Mr. Mitcham and of Mrs. De Freville. 
which took place within a few months of each other 
in the summer of 1926, any inquiry whatever would 
have established that within a few hours of certification 
they were in consultation with their solicitors on the 
family disputes involved in both cases. The solicitors 
concerned could have given indispensable evidence, 
which in the opinion of most laymen would have 
rendered certification utterly impossible. More, of 
course, will be heard of the Mitcham case, but mean- 
while it has raised in the public mind the old 
disquieting doubts as to whether some medical men 
do not deliberately ignore the previous history of their 
patients instead of obtaining the utmost possible 
information before certifying. 

I am, Sir, yours faithfully, 
R. MONTGOMERY PARKER, 
Chai-man, National Society for Lunacy Reform. 
6), Avenue Chanters, Southampton-row, W.C., 
Nov. 7th, 1927. 


POSITION OF THE LONDON HosprraLs.—King 
Edward’s Hospital Fund has just issued its annual statistical 
report on the income and expenditure of the 134 London 
hospitals which it assists. During 1926 the number of 
available beds increased by exactly 300, making 14,470 in 
all; there were 6000 more in-patients, the total number 
being over 200,000; and out-patients’attendances increased 
by nearly 300,000 to 7,455,000, The total cost of working 
was £3,058 ,000, £70,000 more than in 1925. Income increased 
by over half a million to £3,019,000, leaving a deficit of 
£30,000. Fifty-five hospitals had deficits. The average cost ner 
occupied bed in the teaching hospitals was £234. Of the 
total expenditure, 19-2 per cent. was derived from invest- 
ments, and 32-1 per cent. from patients’ payments and other 
receipts on account of services rendered. Voluntary con- 
tributions, including legacies, produced 46-8 per cent, 
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Roya Socirety.—The officers of the society have 
been recommended for re-election at the anniversary 
meeting on Nov. 30th. They include Dr. H. H. Dale as 
one of the secretaries. Among the Fellows recommended 
for election or re-election to the Council are Dr. E. D. 
Adrian, Sir Hugh Anderson, Sir Archibald Garrod, Prof. 
J.C. G. Ledingham, and Prof. G. Elliot Smith. Mr. Stanley 
Baldwin, the Prime Minister, has been elected a Fellow 
of the Society under Statute XII. 


ABERDEEN UNIVERSITY CLUB, LONDON. — The 
seventy-eighth half-yearly dinner will be held at the 
Piccadilly Hotel, at 7.30 Pp.M., on Nov. 24th. The secretary's 
address is 9, Addison-gardens, W. 14. 


Dr. George Nicol Henry, divisional surgeon to the 
L. Division (Lambeth), Metropolitan Police, has retired after 
36 years’ service with the force. 


Dr. Graham Little, M.P., has been elected an 
honorary member of the Royal Academy of Medicine of 
Rome and a Fellow of the Royal Sogiety of Physicians of 
Budapest. 


Colonel R. A. Needham, of the Indian Medical 
Service, has been appointed as delegate of India at the 
session of the Office International d’Hygiéne Publique, to 
be held in Paris this month. 


HARVEIAN Society.—A meeting of this society 
will be held on Thursday, Nov. 17th, at 8.30 P.M., at the 
Paddington Town Hall. A discussion on the Atiology and 
Treatment of Anterior Poliomyelitis will be opened by Dr. 
S. A. Kinnier Wilson, followed by Dr. James Collier. 


TUBERCULOSIS SociETy.—A meeting of this society 
will be held on Friday, Nov. 18th, at 8 P.M., at the house 
of the Royal Society of Medicine, 1, Wimpole-street, W. 
Dr. G. T. Hebert will read a paper on the Treatment of 
Tuberculous Empyema by Replacement. 


RoyAL MICROSCOPICAL SOcIETY.—A meeting will be 
held at 20, Hanover-square, London, W., on Wednesday 
Nov. 16th, at 7.30 P.M., when the President, Dr. J. A. 
Murray, F.R.S., will read a paper on Methods for the Demon- 
stration of Bacteria in Frozen Sections, and other papers 
will be contributed. 


Society OF MEDICAL OFFICERS OF HEALTH.—A 
general meeting of this society will be held at 1, Upper 
Montague-street, Russell-square, London, W.C., on Friday, 
Nov. I8th, At 5 p.m. Dr. J. J. Buchan, Sir Oscar Warburg, 
and Lieut.-Col. F. E. Fremantle, F.R.C.P., will speak on 
Health Aspects of the Factories Bill. 


BRITISH Mosquito CONTROL INSTITUTE.—Arrange- 
ments have been made by this institute for providing a 
two-day instructional course in laboratory and field work, 
for the convenience of persons going abroad who have no 
time or no desire to acquire more than an elementary know- 
ledge of the principles and practice of mosquito control. 
Courses are to be held every month, the first to begin on 
Tuesday, Dec. 6th, and will be given at the institute, Hayling 
Island, Hampshire. Arrangements have been made for 
providing an additional day’s instruction for those wishing 
to obtain more detailed information. 


DONATIONS AND BEQuEstTs.—Mr. H. Clifford Turner 
has given £750 towards the £3000 required to complete 
the cost of the building of the new wing of St. Mark’s Hospital, 
City-road, E.C.—Mrs. Agnes Mary Ellis, of Ashby-road, 
Burton-on-Trent, left £300 each to Burton-on-Trent Infir- 
mary, Burton-on-Trent Nursing Institution, and Dr. 
Barnardo’s Homes.—Mr. James Hulse Humphryes, Bickley, 
Kent, left £4000 to his wife for’distribution between the 
West Bromwich District Hospital, the Royal Gwent Hos- 
pital, Newport (Mon.), St. George’s Hospital, Bombay, and 
the Presidency General Hospital, Calcutta, as she may see 
fit.—Lady Malcolm, of Portallach and Park-lane, W., left 
£50,000 for charities, including £2000 to St. Dunstan’s 
Hostel for the Blind, for a bed to be named after her, and 
£2000 for the Hospital for Permanent Invalid Soldiers, 
Richmond ; £1000 each to the Hospital for Sick Children, 
Glasgow, Evelina Hospital for Children, Southwark Bridge- 
road, Dr. Barnardo’s Homes, and several other charitable 
institutions.—Lord Iveagh left £60,000 to the King Edward 
VII Hospital Fund for London.—Mr. Noel Edward Kinnell, 
Emsworth, Hants, left £1000 to the Emsworth Victoria 
Cottage Hospital.—Mr. Hugh Mitchell, of Sunderland, has 
given £1000 to the Royal Infirmary there.—Mrs. Margaret 
Elizabeth Willans Cullen, of Oxton, Birkenhead, besides 
other bequests, left £500 each to the Edinburgh Medical 
Mission and the Birkenhead and Wirral Children’s Hospital, 
and £200 each to the Birkenhead Borough Hospital and the 
Birkenhead Maternity Hospital.—The Dunfermline and 
West Fife Hospital extension fund has received a donation 
of £2000 from Mrs. Andrew Carnegie. 





UNIVERSITY OF LiIvERPOOL.—Dr. Tudor Jenkyn 
Jones has been appointed lecturer in the department of 
anatomy. 


UNIVERSITY OF BrIsSTOL.—The Long Fox Memorial 
lecture will be delivered by Dr. Henry Devine, at 8.15 p.m. 
on Tuesday, Nov. 29th, in the Physiological Lecture Theatre 
of the University. His subject will be the Reality of 
Delusions. ‘ 


MEDICAL EXAMINATION OF EMIGRANTS.—The 
Government of the Dominion of Canada propose to establish 
a medical service in Europe for the free examination of 
European emigrants wishing to proceed to Canada. 


ANTI-MOSQUITO CAMPAIGN IN SOUTH AFRICA.—The 
Durban Town Council has invited Dr. A. J. Orenstein, of 
Johannesburg, to visit Durban and consult with the public 
health department in regard to anti-mosquito measures in 
that town. 


ROYAL WATERLOO HospriraL.—Last week the Lord 
Mayor of London opened an extension of this hospital and 
a new nurses’ home. The work, which includes an in-patient 
operating theatre, private wards, an enlarged out-patients’ 
department, a massage department, and a waiting-hall, has 
cost £54,000, of which £8000 has yet to be raised. 


PAYING PATIENTS IN SURREY.—The Governors of 
the Royal Surrey County Hospital at Guildford have 
unanimously decided that every in-patient, while still 
presenting a letter of recommendation, shall be required to 
pay 3s. a day towards the cost of maintenance, except where 
circumstances justify whole or partial remission. 


BIRKENHEAD HospiraLs.—Mr. J. H. Clegg, the 
retiring mayor of Birkenhead, has during his year of office 
collected a fund of £15,000 in aid of the hospitals of the 
town. Of this sum £12,000 will be allocated to the General 
Hospital, which has a debt of £6,000, and requires £7000 
for the reconstruction of the out-patients’ department. 


PRESENTATION TO SIR BERKELEY MOYNIHAN.—In 
connexion with his retirement from the staff of the Leeds 
Royal Infirmary, a fund has been raised to present Sir 
Berkeley Moynihan, P.R.C.S. Eng., with his portrait, and 
the presentation was made by the Lord Mayor of Leeds on 
Nov. 7th. The portrait is three-quarters life-size and is the 
work of Mr. Richard Jack, R.A. 


WorTHING HospiraL.—A good response has been 
made to the appeal which was launched in 1925 for the sum 
of £25,000 for purposes of extension, and on Nov. 2nd 
two new men’s wards were opened, with 15 beds on the ground 
floor and 11 on the first floor. The sum of £14,000 has so 
far been raised, but although the district served by the 
hospital includes a population of between 40,000 and 50,000, 
the contributions have come from only 408 subscribers. 
The institution will celebrate its centenary in August, 1929. 


MEDIcOoO-LEGAL SociETy.—A meeting will be held 
at 11, Chandos-street, Cavendish-square, W., on Thursday. 
Nov. 24th, at 8.30 P.M., when Captain Norman Parkes will 
read a paper on a Case of Pathological Drunkenness as a 
Defence of Insanity at a Murder Trial. A discussion will 
follow.—The annual dinner of the society will be held at 
the Holborn Restaurant on Friday, Dec. 9th, at 7 for 
7.15 p.m., the President, Sir William Willcox, in the chair. 


THE Society oF M.R.C.S.’s Enc.—At the annual 
general meeting of Fellows and Members to be held at 
the College on Thursday, Nov. 17th, the following resolu- 
tion will be moved by Dr. E. E. Ware, President of the 
Society :— 

* That this 39th annual meeting of Fellows and Members 
again affirms the desirability of admitting Members to direct 
representation upon the Council of the College, and desires 
to place on record its rezret that the Council, in taking a postal 
vote of its Fellows on this question, should have issued 
simultaneously a statement of so biased and partisan a nature, 
and have omitted to elicit at the same time the views of the 
Members.”” 

This resolution will be seconded by Mr. Lawson Dick and 
supported by Dr. Stella Churchill. 


INTERNATIONAL CONGRESS OF OTO-LARYNGOLOGY. 
As we have already announced this congress will be held in 
Copenhagen next year from July 30th to August Ist. To 
assist those attending it from this country a British com- 
mittee has been formed with Sir James Dundas-Grant as 
President, Sir StClair Thomson as Chairman, and Mr. Lionel 
Coliedge, Mr. J. S. Fraser, and Mr. Watkyn-Thomas as 
hon. secretaries. Mr. Sydney Scott is acting as treasurer, and 
the subscription of 5s. may be sent to him at 130, Harley- 
street, W. 1. In return members of the committee will be 
kept informed of all arrangements, with particulars of 
travelling to Denmark and the stay in Copenhagen. The 
committee is open to all members of the profession. 
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Parliamentary Intelligence. 


NOTES ON CURRENT TOPICS. 
Reassembly of Parliament. 

PARLIAMENT reassembled on Tuesday, Nov. 8th, after 
the summer recess. A heavy programme of legislation left 
over from the summer session has to be completed before the 
Prorogation, which is expected to take place a few days 
before Christmas. Among the measures which the Govern- 
ment hope to pass are the Mental Deficiency Bill and the 
Nursing Homes Registration Bill. 


HOUSE OF COMMONS. 
TUESDAY, Nov, 8TH. 
Medical Men and Professional Secrecy. 

Dr. VERNON Davies asked the Minister of Health what 
decision, if any, he had come to with regard to the necessity 
of allowing medical men to preserve professional secrecy in 
the Law Courts with regard to certain diseases.—NSir 
KINGSLEY Woop (Parliamentary Secretary to the Ministry 
of Health) replied : This question is still under consideration. 


Slum Clearances. 

Mr. HersBert WILLIAMS asked the Minister of Health 
what progress had been made so far this year with the 
policy of slum clearances.—Sir KINGSLEY Woop replied : 
104 schemes dealing with slum areas have been confirmed. 
These schemes cover approximately 14,000 houses, of which 
8694 had been acquired by Oct. Ist, and 4363 demolished. 
Tenders for the erection of 7776 houses in satisfaction of the 
rehousing obligations imposed by these schemes had been 
approved at that date and 5205 houses actually completed. 
Since Jan. Ist 11 schemes have been submitted by local 
authorities and 11 confirmed by my right hon, friend. It 
will be appreciated that during the current year local authori- 
ties have concentrated their energies on the building of as 
large a number of houses as possible under their new building 
programmes, and my right hon. friend has every reason to 
suppose that an increasing number of them will now turn 
their attention to the execution of slum clearance schemes 
which they have already had under consideration for some 
time past. 

Industrial Training and Physical Disability. 

Mr. LANsBURY asked the Minister of Labour how many 
men had passed through the residential training centres 
connected with his department since the opening of those 
centres up to Oct. 3lst ; how many were discharged as unfit 
for training owing to physical or other disability ; how many 
had obtained work on the land in Great Britain ; how many 
had emigrated ; and what number had obtained employment 
otherwise than on the land.—-Sir ARTHUR STEEL-MAITLAND 
replied: Up to the end of October 988 men had passed 
through a course of training for employment on the land 
overseas, of whom 976 have been placed on farms in Australia 
orCanada. 364 men received a general course of training for 
industrial employment in this country, of whom 309 are 
known to have secured employment. In addition 63 men 
have been discharged as unfit to continue training on 
medical grounds. 

Medical Adviser to Mines Department. 

Mr. LuNN asked the Secretary for Mines if he could now 
give the name of the new medical adviser to the Mines 
Department and his qualifications to enable him to deal 
with the various diseases peculiar to the mining industry. 
Colonel LANE-Fox replied: One of the candidates for the 
post has been selected, and the usual inquiries by the Civil 
Service Commission are proceeding. 


Medical Diary. 


SOCIETIES. 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 

MoNnDAY, Nov. 14th.—5 P.M., War. Paper: Major E. C. 
Lambkin, R.A.M.C.: Recent Investigations into the 
Treatment of Gonorrhea. 

TUESDAY.—5.30 P.M., GENERAL MEETING OF 
Ballot for election to the Fellowship. 8.30 P.M., 
PATHOLOGY. Communications: Prof. J. Mcintosh: 
The Histology of Some Virus Infections of the Central 
Nervous System. Prof. C. A. Pannett: Some Experi- 
ments on Tissue Survival. Dr. Il. H. Maclean: The 
Mechanism of Experimental Leucocytosis. Demonstra- 





FELLOWS. 


tions: Dr. J. M. Ross: (1) Bilateral Thrombosis of 
the Renal Vessels. (2) Ureteritis Hypertrophica 
Cystica. Dr. J. W. Orr: Sebaceous Glands in the 
(Ksophagus. 





WEDNESDAY.—7.30 P.M., ANNUAL DINNER OF THE SOCIETY, 
Hotel Victoria. 

THURSDAY.—5 P.M., DERMATOLOGY. 
Cases: Dr. J. A. Drake: Schamberg’s Disease. Other 
cases will be shown. 8.30 P.M., ELECTRO-THERAPEUTICS, 
MEDICINE, SURGERY, ORTHOP-EDICS. Special Dis- 
cussion on Radiological Pitfalls. Openers: Dr. A. FE. 
Barclay (Electro-Therapeuties), Dr. KE. I. Spriggs 
(Medicine), Mr. Max Page (Surgery), Mr. H. A. T. 
Fairbank (Orthopedics); Dr. A. F. Hurst and Mr. 
A. C. Jordan will also speak. 

FRIDAY.—8 P.M., OBSTETRICS. 
Mr. J. P. Hedley: 

Cysts. Dm. J. B 


(Cases at 4 P.M.) 


Short Communications : 
A Case of Papilliferous Overian 
Fairbairn and Mr. T. H. Sims: 
Pseudomyxoma Peritonei Associated with Ruptured 
Ovarian Cyst and Appendicular Disease. Paper : 
Mr. A. R. Walker: Diabetes Mellitus and Pregnancy. 
MEDICAL SOCIETY OF LONDON, 11, Chandos-street, 
Cavendish-square, W. 
Monpbay, Nov. lith,——-8 
ROYAL SOCIETY OF 
HYGIENE. 
THURSDAY, Nov. 1l7th.—8.15 p.m. (at the London Schoo! of 
Hygiene and Tropical Medicine, Endsleigh-gardens, 


r.M., Clinical Evening. 


TROPICAL MEDICINE AND 


Euston-road), Dr. Mary V. F. Beattie, Major H. C. 
Brown, Dr. P. A. Buxton, Dr. A. Castellani, Captain 
W. Dye, Dr. H. M. Hanschell, Colonel 8. P. James, 
Colonel Clayton Lane, Dr. P. H. Manson-Bahr, Dr. 
N. A. Dyce Sharp, Drs. J. Gordon Thomson and 
A. Robertson, Dr. V. B. Wigglesworth, and Dr. C. M. 
Wenyon will give demonstrations. 
ROYAL SOCIETY OF ARTS, John-street, Adelphi, W.C. 
WEDNESDAY, Nov. 16th.—S8 pPp.M.. Prof. Leonard Hill: 


Overcrowding in Public Conveyances. 
LONDON CLINICAL SOCIETY. 

THURSDAY, Nov. 17th.-——9 P.M. (at the London Temperance 
Hospital, Hampstead-road), Discussion on Dyspepsia 
(postponed from previous meeting). Openers: Dr. 
John Ryle and Mr. Herbert Paterson, 

CHELSEA CLINICAL SOCIETY. 

TURSDAY, Nov. 15th. 8.50 P.M. (at the Hote! Rembrandt, 
Thurloe-place, S.W.), Sir William H. Willeox and 
Dr. William Hunter will open a discussion on Focal 
Sepsis. The meeting will be preceded by dinner at 
7.30 P.M. 

LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
ROYAL COLLEGE OF PHYSICIANS OF LONDON, Pall Mall 
East, S.W. 

TUESDAY, 
Village 
Lecture). 

ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln's 
Inn-fields, W.C. 

THURSDAY, Nov. 1l7th.—3 P.M., 

and Members. 
FELLOWSHIP OF MEDICINE AND POST-GRADI 
MEDICAL ASSOCIATION, 1, Wimpole-street, W. 

MONDAY, Nov. Lith, to SATURDAY, Nov. 19th.——FELLOWSHIP 

OF MEDICINE. Special lecture at the Medical Society 


Nov. 15th.——5 
Settlements 


Pw. 
for 


De. FP. C. 
the Tuberculous 


Varrier-Jones : 
(Mitchell 


Annual Meeting of Fellows 


ATE 


11, Chandos-street, Cavendish-square, W., on Mon., 
at 5 p.M., by Mr. T. G. Stevens: The Treatment of 
Uterine Prolapse. No fee.—-HOsPITAL FOR DISEASES 


OF THE HEART AND LUNGs, Victoria Park, E. Clinical 
demonstration on Wed., at 10.30 Aa.mM., by Dr. &. 
Roodhouse Gloyne on the Pathology of Tuberculosis, 
i » Laboratory and Museum. The whole hospital 
will be open to post-graduates all day. No fee. 


LONDON TEMPERANCE HospiraL, Hampstead-road, 
N.W. Clinical demonstration on Thurs., at 2 P.M., 
by Mr. Herbert J. Paterson on Surgery. No fee.—ROYAL 
LONDON OPHTHALMIC HospitvaL, City-road, E.C. 
Clinical demonstration on Wed., at 1 P.M., by Mr. 


Neame on Ophthalmology. No fee. 
HospitaL, Waterloo-road, 8.E. 
in Medicine, Surgery, and 


ROYAL WATERLOO 
Post-graduate course 
Gynecology occupying 


afternoons and some mornings, with lectures and 
clinical demonstrations, and operations.—_-ST. PETER’s 
HospitaL, MHenrietta-street, Covent-garden, W.C. 
Post-graduate course in Urology, occupying every 
afternoon, with lectures and demonstrations and 
operations. Fee £5 Ss. for two weeks’ course. 

NATIONAL HospimraL, Queen-square, W.C. Special 
post-graduate course in Neurology. Further informa- 


tion from the Secretary, Mayfair 2236. 


NORTH-EAST LONDON POST-GRADUATE COLLEGE, 
Prince of Wales’s General Hospital, Tottenham, N. 

MONDAY, Nov. 14th.—2.30 p.m. to 5 P.M., Medical, Surgical, 
and Gynecological Clinics. Operations. 

TUESDAY.—2.30 P.M. to 5 P.M., Medical, Surgical, 
Nose, and Ear Clinics. Operations. 

WEDNESDAY.— 2.30 P.M. to 5 P.M., Medical, Skin, and 
Clinics. Operations. 

THURSDAY.—11.30 A.M., Dental Clinic. 
Medical, Surgical, and Ear, Nose, 
Operations. 

FrRIDAY.—10.30 A.M., Throat, Nose, and 
2.30 p.m. to 5 P.M., Surgical, Medical, 
Diseases Clinics. Operations. 

There will also be a special demonstration of medical cases 
at 2.30 P.M. on Monday, and of cases for X ray on 
Thursday, at 2 p.m., by Dr. J. Browning Alexander 
and Dr. A. C. Dixon respectively. 

LONDON SCHOOL OF DERMATOLOGY, St. John’s Hospital, 
49, Leicester-square, W.C 

TUESDAY, Novy. 15th.— 
Diseases. 

THURSDAY. 





Throat, 
kve 


2.30 P.M. to 5 P.M., 
and Throat Clinics. 


Kar Clinies. 
and Children’s 


5 p.M., Dr. G. B. Dowling: Mycotic 


5 P.M., Pathology Demonstration. 
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WEST LONDON HOSPITAL POST-GRADUATE COLLEGE, 
Hammersmith-road, W. 


Monpbay, Nov. 14th.—10 a.m., Dr. Dowling : Skin Depart- 
ment. 2 P.M... Mr. Donald Armgur: Operations. 
2 po., Dr. Trevor Davies: Gynecological Out- 
patients. 

TUESDAY.—11 A.M., Mr. Endean: Venereal Diseases. 
2 p.m., Mr. Addison: Operations. 2 P.M., Mr. Sinclair: 
Surgical Out-patients. 

WEDNESDAY.—10 a.m., Dr. Burnford: Medical Wards. 
2 p.m., Mr. Tyrrell Gray: Operations. 4.30 P.M., 
Dr. Dowling: Preservation of a Youthful Skin 
(lecture). 

THURSDAY.—11 A.M., Resident Assistant Surgeon: Ward 
Demonstrations. 3 P.M., Sir Henry Simson: Gyneco- 
logical rd Visit. 4.30 P.M., Mr. Tyrrell Gray: 
Gastric and Duodenal Ulcer (lecture). 

FrRiIpAY.—I11 a.m., Dr. Pritchard: Modern Methods in 
Medicine. 2 P.M., Dr. Shaw: Medical Out-patients. 
2 p.m., Mr. Viasto: Throat, Nose, and Ear Department. 

SATURDAY.—9.30 a.M., Dr. Burnford: Bacterial Therapy 
Department. 10 a.m., Dr. Owen: Medical Diseases of 
Children. 

Daily, 10 a.m. to 5 P.M., Saturdays, 10 A.M. to 1 P.M., 
In- and Out-patients, Operations, Special Depart- 
ments. 

CENTRAL LONDON T HROAT, NOSE, AND EAR 
HOSPITAL, Gray’s Inn-road, W.¢ 
FRIDAY, Nov. 18th.—4 P.M., he. 2. D. McLaggan : 


Otosclerosis. 
SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION; 
St. James’s Hospital, Ouseley-road, Balham. 
TUESDAY, Nov. 15th.—4 P.m., Mr. L. G. Phillips : 
Demonstration of Gynzecologica! Cases. 


Clinical 


ROYAL NORTHERN HOSPITAL, Holloway, N.: POST- 

GRADUATE COU — 
TUESDAY, Nov. 15th.—3.15 p.m., Dr. E. G. B. Calvert: 
Recent Work on Exophthalmic Goitre and Allied 


Disorders with Cases. 
HOSPITAL FOR SICK CHILDREN, Great Ormond-street, 
Wil. 
THURSDAY, Nov. 17th.—4 P.M., Mr. 
Congenital Pyloric Stenosis. 


Twistington Higgins : 


ANCOATS HOSPITAL (Mi ll-street, Manchester) POST- 
GRADUATE LECTURES. 
THURSDAY, Nov. lith.—4.15 P.M. (tea at 3.45 P.M.), Dr. 
Kletz: Medical Treatment of Peptic Ulcer. 


UNIVERSITY OF SHEFFIELD POST-GRADU 

FRIDAY, Nov. 18th.—3.30 P.M., Mr. 
Diagnosis of Facial Pain. 

JAMES MACKENZIE INSTITUTE 
RESEARCH, St. Andrews. 

Tuespay, Nov. 15th.—4 P.M., Dr. Edwin Matthew : 
Clinical Significance of Hee “mi itemesis. 
opened by Prof. Patrick. 

FRIDAY.—4 P.M., Case reading and discussion, 
medical practitioners are invited to take 

MANCHESTER ROYAL INFIRMARY 
COURSE. 

TUESDAY, Nov. 15th.—4.15 
Diagnosis of Pulmonary 

Fripay.—4t.15 p.m., Mr. J. Spalding: Demonstration at 
the Schools, Old Trafford, showing Physical and 
Educational Development of the Deaf Child. 

PEOPLE’S LEAGUE OF HEALTH. 

THURSDAY, Nov. 17th.—6 P.M. (at 11, Chandos-street, 
Cavendish-square, W.), Prof. B. Collingwood : Digestive 
Organs and Lymphatic Glands. 

ROYAL INSTITUTE OF PUBLIC HEALTH, 


square, W.C. 
WEDNESDAY, Nov. 16th.—4 P.M., Dr. Stenhouse Williams : 
What Shall our Policy be ? 


ATE CLINICS. 
Townrow : Differential 
FOR CLINICAL 


The 
Discussion to be 
in which all 
part. 

POST-GRADI 


H. 





JATE 


P.M., 
Disease. 


Dr. A. Holmes : 


37, Russell- 


The Milk-supply ; 





Appointments. 


LAING, J. M.B., Ch.B. Manch., has been appointed Assistant 
Sty ‘Coroner of Manchester. 

Ruopes, W. F. t.C.P. Lond., M.R.C. 
logist at Cape ‘foun. 


, Government Patho 


Certifying Surgeons under the Factory and Workshop Acts: 
Brat. A., M.B., Ch.B. Glasg. (Breage District of Cornwall) : 
CAMPBELL, D., M.B., Ch. B. Aberd. (Ellon District of 
Aberdeen). 





Vacancies. 


For further information refer to the advertisement columns. 
Aberdeen University.—Assistant in Pathology. £250 12s. 
Birmingham and Midland Ear and Throat Hospital.—Asst. Surg. 


Brighton, New Sussex Hospital for Women and Children.—Hon. 
Asst. Surg. and Hon. Asst. Anzesthetist. 
Bristol General Hospital. -Hon. Surg. Reg. Also Hon. Asst. P. 


Cairo, Egypt, Girls’ Schools under the Ministry of Education. 
Asst. Med. Inspector. L.E.480. 

Chelsea Hospital for Women, 
At rate of £100. 


Arthur-street, S.W.—Jun. H.S. 





Chester, Wrenbury Hall Tuberculosis Training Colony.—H.P. 
29 50), 

Chesterfield and North Derbyshire Royal Hospital.—Res. Surg. O. 
£300. 


City of London Hospital for Dis. of Heart and Lungs, Victoria 


Park, ~Res. M.O. £250. Also H.P. At rate of £100. 
City of pe Maternity Hospital, City- road, E.C.—Obstet. 8. 
to In-patients. Also Asst. Obstet. S. 
Dreadnought Hospital, Greenwich.-—Me d. Supt. £300. 


Dublin, Trish Medical Association. 
£100 for six months. 

Dublin, Sir Patrick Dun’s Hospital.—Clinical Physician. 

Dumfries, Crichton Royal.—Clin. Pathologist. £400. 

Durham County and Sunderland Eye Infirmary.—Locum. 

East London Hospital for Children and Dispensary for Women, 
Shadwell, E.—Phys. Also Asst. Phys. 


-~Representative. At rate of 


Elizabeth Garrett Anderson Hospital, 144, Euston-road, N.W.— 
H.P. Obstet. Asst., 2 H.S.’s. Each at rate of £50. Also 
Clin. Assts. 

Evelina Hospital for Children, Southwark, S.Bh.—H.S. £12). 

Golden-square Throat, Nose and Kar Hospital.—H.S. £ nee. 

Hospital for Sick Children, Great Ormond-street, W. Asst. 
Pathologist. £400. H.P. and H.S. At rate of £50. Also 
Med. Reg. £250. 

Infants Hospital, Wincent-square, Westminster.—Med. Reg. 
£120. Also Asst. Surg. 

Inverness, Northern Infirmary.—Jun. Med. Resident. £100. 

London Jewish Hospital, Stepney Green, E.—Res. M.O. Also 
Jun. Res. M.O. At rate of £150 and £100 respectively. 


Malayan Medical Service.—Medical Inspectors of Schools. £700. 


Manchester, Ancoats Hospital.—Res. Med. O. At rate of £100. 

Manchester, St. Mary’s Hospitals.—-Hon. Consulting Surg. 

Middlesex Hospital, W.—Res. M.O. £4100. Also Asst. Radio- 
logist. £150. 

Middlesex Hospital Medical School.—-Two Surgical and one 
Medical Registrar. Each £300. 

Newcastle-upon-Tyne, Royal Victoria Infirmary.—Hon. Phys. 

New Zealand Research Laboratories.—Dairy Research Bacterio- 
logist. £850. 

tou Norfolk and Norwich Hospital.—Cas. O. and H.S. 


£12 
Poplar Hospital for Accidents, East India Dock-road, E. 


Second 


es. O. £175. 

Prince of Wales’s General Hospital, N. Hon. Clin. Assts. 

Royal Free Hospital, Gray’s Inn-road, W.C.—Two Assts. to 
M.O. in charge of V.D. Dept. Each £500. Surg. Reg. 
£200. Med. Reg. and Gynecol. Reg. Each £100. Also 
H.S.’s., H.P., Second H.P., and Obstet. Asst. 

Royal Northern Hospital, Holloway, N.—-Asst. Radiologist. £140. 
Out-patient M.O. At rate of £125. Also H.S. At rate 
of £70. Also Ophth. 8. 


Royal Wate Ae, Hospital for Children and Women, Waterloo-road, 
S.E. 


-H.P. At rate of £100. Also Atmesthetist. At 
ae of £25. 
St. Bartholomew's Medical College. Demonstratorship of 
Physiology. 
Salisbury General Infirmary.—H.S. £150. 
Shrewsbury, Royal Salop Infirmary.—Sec. Supt. £600, 
Sierra Leone, School Laboratory, Freetown. Two Research Assts. 


Each £600. 
Southampton, Royal South Hants and Southampton Hospital. 


tas. O. £120. 
Staffordshire Mental Hospital, Cheddleton, Leek.—Jun. Asst. 
M.O. £350. 


Surrey County Council.— Asst. M.O.’s. 
Swansea Hospital._-H.5. to Ophth. 
Tipton Urban District Council. 
Walthamstow, Wanstead, and 


Each £600, 
and Aural Depts. 
M.O.H. £800. 

Leyton Children’s 


£150—£200. 


and General 


Hospital.—Hon. Asst. 8. to Throat, Nose and Ear Dept. 
Warwick County Mental Hospital, Hatton.—Asst. M.O. £300. 
West London Hospital, Hammersmith, W.—H.P., H.S., Res. 

Asst., Cas. O., and Aural and Ophth. H.s. Each at rate 


of £100. 

Chief Inspector of Factories announces the following 
vacant appointments for Certifying Factory Surgeons at 
Southampton (Hampshire) and Wolston (Warwickshire). 
Secretary of State for the Home Department gives notice 
of a vacancy for a Medical Referee under the Workmen’s 
Compensation Act, 1925, for the Districts of the Grays 
Thurrock and Southend County Courts. Applications should 


The 


The 





reach the Private Secretary, Home Office, not later than 
Nov. 26th. 
Births, Marriages, and Deaths. 
BIRTHS. 
ANNING.-—On Nov. 2nd, at Harrogate, the wife of Dr. C. C. P. 
Anning, of a daughter. 


BEAUCHAMP.—On Nov. 6th, at Church-hill, 
Beauchamp, L.D.S. Eng., of a daughter. 

DE Caux.—On Oct. 29th, at Weymouth-street, 
ir. Francis Percival de Caux, of a son. 


MARRIAGES. 
KUNHARDT—EDWARDs.—-On Oct. 29th, 


Ealing, by the Rev. C. J. Sharp, 
Kunhardt, I.M.S. (retd.), to 


E., the wife of W. 


W., the wife of 


at All Saints’ Church, 
Lieut.-Colonel J. C. G. 
Marian Campbell, youngest 


daughter of the late David Edwards, Hatton, Ceylon, and 
Mrs. Edwards, Inglis-road, Ealing. 
DEATHS. 

MorriIson.—On Oct. 2nd, in the Soldiers’ Home Annexe, Los 
Angeles, California, Malcolm McLean Morrison, M.B., 
Ch.B. Edin. 

PETTERSSON.—On Nov. 4th, following an operation, Dr. Henrik 
Pettersson, of Wetherby-place, S.W. 


N.B.—A fee of 78. 6d. is charged for the insertion 2f Notices of 
Births, Marriages, and Deaths. 
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Hotes, Comments, and Abstracts. 


ANIMAL EXPERIMENTATION AND 


KNOWLEDGE.* 


By Grace Briscor, M.B., B.S. Lonp. 


THE probability that the Dogs Protection Bill will be 
introduced another year, and the possibility of fresh legis- 
lation, prompted the executive of the Medical Women’s 
Federation to call for discussion and consideration of the 
whole question of animal experimentation. As the anti- 
vivisection agitation is largely run and financed by women, 
the opinion of this body of scientifically trained women 
becomes of peculiar importance. The fight that is coming 
will be largely about dogs, but the whole principle of animal 
experimentation is at stake. The petition in support of the 
Bill was signed by over a million people, but many of these 
signatures must have been secured under a misapprehension, 
as the petition contained this false statement: ‘‘ The dog 
has of late years been specially selected by vivisectors for 
extensive and peculiarly revolting and painful experimenta- 
tion, and also for demonstrations of a prolonged and agonising 
nature before classes of students.’’ The Under Secretary of 
State for the Home Office said in the House of Commons, in 
answer to this statement: ‘‘ No such experiments would be 
permitted, and there is no evidence whatever that any have 
taken place. In the case of experiments before students, 
they are all required to be performed under anesthetics 
and the animal must be killed before it recovers conscious- 
ness.’’ Nevertheless the false statement must have caused 
needless mental suffering to many animal lovers; those 
who were distressed should remember that disease is the 
main cause of suffering in the animal world, and the only 
way to alleviate it is to conquer disease by the spread of 
knowledge. 

The Fundamental Principle. 

If it is wrong to use dogs in the search after knowledge it 
is equally wrong to use any other of the higher animals. If 
it is permissible to experiment on animals for the sake of 
suffering humanity, then we must not shrink from applying 
that principle to the most domesticated of all animals, the 
dog, provided that there is a real necessity for its use. 
Medical women must face this issue, as they have, perforce, 
to use the results gained from animal experimentation in 
everyday practice. Can they, in all fairness, disapprove of 
such experimentation and. at the same time, make use of 
beneficial knowledge gained therefrom ? 

No one will claim that the case for animal experimentation 
can be granted without careful consideration. Everyone 
who holds a licence has to ask himself or herself if experi- 
mentation is morally justifiable. I have every respect for 
the vegetarian who refrains from animal food on the ground 
that it is wrong to take animal life, but to carry out hat 
principle logically and universally would lead humanity into 
an impossible position. The imagination boggles at the 
thought of a world existing on vegetable food only, without 
fur, without wool, without leather. It seems part of the 
general design of nature that higher animals should make 
use of lower animals for food. The use of animal flesh for 
food is treated as part of the settled order of things, and 
there is no indication that such a proceeding is inconsistent 
with true humanity. 


The Pronouncements of Royal Commissions. 

We may take it for granted that, in general, mankind 
claims and exercises the power of life and death over 
animals, both for food and clothing. Are we justified in 
claiming that power for the spread of knowledge ? If we 
can show that animal experimentation, performed under 
most careful safeguards against unnecessary suffering, has 
brought about a tremendous increase of knowledge and thus 
has led directly to an astonishing alleviation of disease and 
suffering, both in men and animals, then we can claim, and 
claim boldly, the right to continue investigation without 
the handicap of unnecessary limitations. 

The subject has been repeatedly investigated by Royal 
Commissions. The verdict of the Royal Commission of 1912 
ran thus: *‘*‘ Experiments upon animals, adequately safe- 
guarded by law, faithfully administered, are morally 
justifiable and should not be prohibited by legislation.’’ In 


1907 the chairman of another Royal Commission, Lord 
Moulton, a distinguished lawyer as well as a scientist, 
said: ‘“* No man who knows anything of science has any 


doubt whatever that the right way to advance knowledge is 
by experiment.... When we are reduced to observation, 

*An address delivered to the London Association of the 
Medical Women’s Federation on Oct. 25th, 1927. 





the science crawls. When, and in proportion as you use 
experiment, the science advances rapidly.... As soon as 
you can bring experiment to beat upon a subject, you are 
free, but as long as you can merely observe, your progress is 
very slow. The reason is that experiment is like 
examination, you can put the question you want, 
nature always answers it.”’ 


cTOss- 


and 


The Safeguards. 

It is right that such experiments should only be carried 
out under stringent safeguards, and they are most strictly 
controlled. Only those who hold a licence direct from the 
Home Office may perform an experiment on a living animal, 
and the experiment must be carried out in a specified place. 
Such experiments can only be performed in _ licensed 
laboratories, and the laboratories must always be open to 
inspection by the official inspectors. <A strict record has to 
be kept of all experiments, and the record book is always 
open to inspection. All published articles describing experi- 
mental work have to be submitted to the Home Office. 
No one is granted a licence unless they are recommended as 
suitable by persons eminent in science or medicine. These 
safeguards make it almost impossible for unnecessary 
experiments to be performed by irresponsible persons. 

There are three main classes of experiments. The first 
class includes feeding experiments and all inoculations and 
injections, which are practically painless and can _ be 
performed without an anwsthetic. The second class includes 
all severe operations, which must be performed under 
complete anzsthesia, and the animal must be killed before it 
recovers from the anesthetic. The third class includes those 
experiments in which the animals are allowed to recover, 
although the initial operations are all done under an 
anesthetic. 

The first class covers the vast majority of all experiments, 
The Home Office report, published in July of this year, says : 
‘**In no instance has a certificate dispensing with the use 
of anesthetics been allowed for an experiment involving a 
serious operation.’’ Many of these experiments are performed 
on behalf of official bodies, with a view to the preservation of 
the public health. The Ministry of Health and the Ministry 
of Agriculture and Fisheries maintain laboratories which 
are registered for the performance of experiments having for 
their object the detection, prevention, and study of diseases 
of man and animals. Of the total number of experiments, 
23 per cent. were carried out for Government departments 
and other public health authorities, and 46 per cent. of all 
experiments were for the preparation and testing of antitoxic 
sera and vaccines, and for the testing and standardising of 
drugs. These experiments on the whole involve no greater 
surgical procedure than an injection of strychnine cr 
morphia, or a withdrawal of blood for diagnostic purposes. 
If a patient has an attack of pleurisy it is vitally important, 
for the sake of after-treatment, to know if the infection is 
tuberculous ; the decisive test on a guinea-pig would be 
carried out under this class of licence. The practice of 
medicine would be greatly hampered if this kind of experi- 
ment were not allowed. 

The second class of experiments is that in which the 
animal is not allowed to recover from the anaesthetic, and 
this covers 1-9 per cent. of the total number of experiments. 
In these experiments, as in an ordinary surgical operation, 
no pain is involved. 

In the third class of experiments, where animals are 
allowed to recover, there are special safeguards. They 
may not be done under licence alone, but the experimenter 
must be provided with a special certificate, and due cause 
must be shown why such certificate should be granted. 
This class includes 2-7 per cent. of the total number, and of 
these only 5 per cent.—i.e., only 0-14 per cent. of all 
experiments— are on cats and dogs. 

The initial operations are performed under anesthetics 
and have to be carried out antiseptically, so that the healing 
of wounds shall, as far as possible, take place without pain. 
If antisepsis fails and suppuration occurs, the animal has to 
be killed. The Home Office report points out that * after 
the healing of the wounds the animals are not necessarily, 
or even generally, in pain, since experiments involving 
the removal of important organs, including portions of the 
brain, may be performed without giving rise to pain after 
the recovery from the operation; and after the section 
of a part of the nervous system the resulting degenerative 
changes are painless.” 

It must be remembered that there is little evidence that 
animals feel pain to the same degree as human beings. 
Animals do not go off their sleep or food after o eration 
in the way that humans do, but will run about the 
theatre and begin feeding directly they have recovered 
consciousness. 

The Contribution of Animal Experiments to Modern 
Medicine. 


Harvey was the originator of the modern method of 


experiment, as opposed to observation, and by means of his 
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experiments on animals, mostly dogs, he laid the foundations 
of our present knowledge of the heart and the circulation. 
This discovery was made by experiment, not by observation. 
Up to this time it was commonly believed, as the fruit of 
centuries of observation, that the arteries contained air. 
Another great landmark was the discovery of chloroform ; 
in this case the experimental animal was man, and the 
later details were worked out on dogs. But if these particular 
investigations were first made on volunteer man, that was 
still experimentation; indeed, in the true sense of the 
term, any surgical operation is ‘‘ a vivisection.’’ Later came 
the revolutionary discoveries of Lister, the dawn of anti- 
sepsis, and as a direct result the growth of modern surgery. 
Lister, giving evidence before the Royal Commission on 
Vivisection in 1875, said: ‘‘ They (animal experiments) 
had the effect of giving me a kind of pathological information, 
without which I believe I could not by possibility have made 
my way in the subject of antiseptics. I have often felt that 
without the basis which I derived from experiments on the 
lower animals, I should: never have been able to thread my 
way through the very perplexing, and apparently contra- 
dictory, facts which I met in the first instance.’”” When 
Queen Victoria asked him to pronounce in condemnation of 
vivisection, he wrote in reply a long letter justifying the 
practice and proclaiming its necessity. In the course of this 
letter he said: ‘‘ I have myself often performed experiments 
upon the lower animals, and if I have been privileged in 
my professional career to do anything for the good of my 
fellow men, more is to be attributed to these experiments 
than to any other work in which I have been engaged.” 

Much of Pasteur’s work was done on crystals, yeasts, and 
moulds, but one of his most important researches was his 
investigation of rabies and his method of attacking that 
scourge. That work was only made possible by experiments 
on rabbits and dogs, and it has been of even more benefit to 
animals than to human beings. 

When we remember that not only antisepsis, but the germ 
theory of disease, sprang from the combined work of Pasteur 
and Lister, we realise that the whole of modern surgery, 
and a considerable part of modern medicine, are directly 
derived from the knowledge these men gained from 
experimentation. 

Diphtheria antitoxin was discovered by experiments on 
animals. The Metropolitan Asylums Board published a 
chart showing the result of using antitoxin in their hospitals. 
It came into use about November, 1894. The chart referred 
only to cases of laryngeal diphtheria and thus excluded all 
the mild cases. In 16 years the mortality from this class 
of severe case was reduced from 62 per cent. to 11-7 per cent. 
Before 1894 the average mortality among diphtheria cases, 
taking all cases together, whether slight or severe, was 
30-4 per cent. ; this was reduced to 8-3 per cent. 

The preparation of calf lymph involves the use of animals. 
In 1924 there was a sudden outbreak of virulent small-pox 
in Ontario, Canada. The total number of cases was 67 and 
the number of deaths 32. The total population of the 
district was about 70,000 persons, and the Board of Health 
decided to vaccinate everyone immediately. No compulsion 
was used, but everybody, including the antivaccinationists, 
complied. Within six days 95 per cent. of the population 
had been vaccinated. As a result the epidemic was suddenly 
brought to an end. The statistics showed (for a detailed 
account see a publication of the Research Defence Society) 
that no person who had ever been vaccinated successfully 
at any time in his or her life died of small-pox ; yet of the 
persons who had never been vaccinated successfully and who 
developed the disease 71 per cent. died. No one who had 
been vaccinated successfully within the last 12 years took 
small-pox at all. 


Alleviation of Suffering due to Experiments on Dogs. 

Dogs are not used for experiment if some other animal 
is equally suitable; they are expensive, and there is a 
natural sentiment against using animals who show such powers 
of friendship and companionship with mankind. The type 
of animal to be used for a particular experiment must be 
left to the judgment of the individual researcher; no one 
else is in a position to make the decision. 

The technique of original and difficult surgical operations, 
like those on the gall-bladder and bile-ducts, was worked 
out on dogs, with the result that patients were spared a period 
of experimental operation, during which the mortality would 
certainly have been higher than was actually the case. 

In some cases an incurable condition of myxcedema 
followed early operations for removal of the thyroid in 
goitrous patients. If more had been learnt of the functions 
of the thyroid by preliminary experiments on animals, those 
disastrous results would have been avoided. Consider the 
different degrees of suffering involved in the two cases. 
The dog experiences none of the preliminary agony of 
anticipation, which must be intensified when a patient 
knows that the operation he is about to undergo is, more 
or less, of an experimental nature. The animal is anesthe- 





tised without any pain or distress, and in a large number 
of cases is killed before it can come round again. So the 
total pain inflicted is infinitely less than in the case of the 
human, who has to bear the extreme discomfort of recovery. 
Anyone who has been through a serious operation knows 
that the worst part is the struggle back to consciousness. 
From the point of view of the infliction of least pain the 
humane way is to carry out preliminary trial operations on 
— animals, and, as a rule, the most suitable are large 
ogs. 

The size of the dog makes it especially suitable for 
investigating problems of the circulation; other large 
domestic animals cannot be kept conveniently in laboratory 
quarters. Moreover, the dog’s circulation more nearly 
resembles that of man than does the circulation of any other 
domestic animal. The recent advances in our knowledge 
of the mechanism of the heart-beat, of the nature of auricular 
fibrillation, and of the variations of the pulse, have been 
grounded on, or made possible by, experiments on dogs. 
The new cardiac knowledge has relieved much needless 
mental suffering, where patients had been unnecessarily 
condemned, through a misunderstanding of physical signs, 
to lead inactive lives amid apprehensions of sudden death. 

Again, the indirect method of measuring the blood pressure, 
devised by Riva Rocci as the direct result of experiments on 
dogs, is one of the most valuable weapons in the diagnostic 
outfit. 

The action of drugs and anesthetics is very similar in 
dogs and man. If the testing of new drugs is not to be carried 
out on dogs, then the alternative must be the patient. 
The chemical constituents which cause the activity of 
pituitrin have not been isolated, and it is therefore necessary 
to use physiological methods of assay. 

In the nervous system the dog is nearer man than any 
other animal, except the monkey. When cerebral localisation 
was being worked out, it was found that there were four 
centres which were represented both in man and in the dog 
which had not been discovered in the cat. These early 
experiments on the dog led to a great increase in our know- 
ledge of the nervous system ; nowadays, however, dogs have 
been superseded by monkeys. 

Dogs can thrive on a mixed diet very similar to man’s, 
and lessons learned from experimental diets can therefore 
be applied directly to man. That rickets is a disease 
essentially due to a faulty diet is a piece of knowledge which 
has been derived from puppies, and the knowledge of 
causation indicates the cure. These painless experiments on 
dogs, therefore, have not only led to a great decrease of 
malnutrition among our children, but they have also taught 
us that early decay of the teeth and faulty enamel are due 
to deficiencies in the diet. All these painless diet experiments 
have to be carried out under licence, and make a large 
addition to the total number of experiments carried out 
annually in this country. 

The analysis of the chemical processes taking place in 
the separate organs of the body during the digestion of 
food was worked out by experiments on dogs, and this 
analysis has led to a great improvement in the diagnosis 
and treatment of disorders of the stomach and intestines. 
The only other possible animal for these experiments was 
the cat, but the small size of its organs and the difference 
in its food and habits made it an unsuitable subject. 

The work now being carried out by Pavlov on the funda- 
mental instinctive reflexes in dogs is throwing a new light 
on the functions of the cortex, and will be of great value to 
psychology. Both in man and animals the aggregate of 
reflexes constitute the foundation of our nervous activities. 
Pavlov has constructed a special hospital for his animals, 
and a full surgical routine is followed. He emphasises the 
necessity for these precautions, without which reliable data 
cannot be obtained. 

Before the discovery of insulin there was no drug known 
which could control diabetes, but since then many valuable 
lives have been saved, sufferers returned to full work, and 
much distress alleviated. All the experiments leading to 
this discovery were performed on dogs and, as far as we 
know, could not have been performed on any other animal. 
In this investigation the animals had to be kept alive after 
operation. The fact that dogs can be handled and bandaged 
more easily than other animals is an important consideration 
in selecting the experimental subject. 

The method of resuscitation from drowning, associated 
with the name of Schafer, was worked out on dogs, and has 
been the means of saving many lives. 

It must not be forgotten that animals themselves have 
benefited almost as much as man from the increase of 
knowledge. Those who hold that their love of dogs blinds 
them to the sufferings of humanity do not seem to realise 
that experiment is going to reduce the sum total of animal 
suffering. In addition to rabies, glanders and anthrax 
have been largely checked by the increase in knowledge which 
has resulted from animal experiments. The cure for malig- 
nant jaundice in dogs was discovered by experiments on 
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dogs, and has enabled dog lovers to keep animals in those 
parts of Africa where it was formerly impossible, owing to 
the high mortality (80 per cent.) from this disease. Again, 
operations can now be performed on valuable dogs, as we 
know how to administer an anesthetic with safety. There 
is a crying need for more knowledge on the subject of 
distemper, and those who are responsible for the Field 
Distemper Fund are wholly opposed to the Dogs Protection 
Bill, as they hold that its passage would interfere with work 
which is designed to relieve suffering amongst dogs. Veter- 
inary science is reduced to the wholesale slaughter of animals 
in order to check foot-and-mouth disease; in a recent out- 
break in the United States animals and other property 
up to the value of $5,000,000 had to be destroyed, and the 
loss in this country is commensurate. We cannot control 
these animal diseases until we know more about them. 

There are many human problems still awaiting solution. 
There is the problem of cancer, which kills about 50,000 people 
in this country every year; tuberculosis is still a fatal 
disease ; we know very little about encephalitis lethargica, 
either its cause or treatment ; the pathology of influenza and 
the group of kindred infective diseases is not fully known. 
Even the vexed question of diet has not been finally settled. 
Investigations must be crippled and hampered if dogs are 
excluded from experiment. 


Where Cruelly to Animals may be Found To-day. 

There is great injustice in the charges of cruelty which are 
brought against investigators. Unscrupulous people will 
quote experiments which were done many years ago, before 
anesthetics were discovered, as being carried out now, or 
quote those done abroad where control is not so strict as 
in this country. The vast majority of experiments are 
painless, and the total amount of suffering is small compared 
with that caused by some forms of sport, or by a procedure 
such as castration. The operation of castration is allowed 
without an anesthetic. In the larger farm animals the end 
achieved by this operation (very painful if performed by 
unskilful or uncleanly hands) is merely to make meat more 
tender for human consumption. The owners of some 
varieties of dogs cut off their puppies’ tails without an 
anesthetic. No experimenter would be allowed to cut off 
the tails of lambs or puppies, or to castrate an animal without 
an anesthetic. The societies which aim at preventing cruelty 
to animals might well concern themselves more with these 
procedures, unsafeguarded by law and carried out for 
commercial purposes, rather than attempt to hamper 
scientific research, which is legally authorised and supervised 
by Government inspectors. 

Without animal experiments in the past little of the 
modern equipment of the doctor would be left save the 
stethoscope, and the use of that unaided has led to many 
misapprehensions, It is difficult to think of any outstanding 
advance in modern medicine which has not been founded on 
animal experiment. 

In the memorandum recently presented by the Medical 
Research Council to the Privy Council it is pointed out that 
50,000 stray dogs are annually destroyed in London alone, 
because their owners are too callous or too poor to look after 
them properly. Under the Dogs Act of 1906 these dogs, 
when seized by the police, have to be destroyed if they are 
not claimed within seven days, and none can be used for the 
purpose of experimentation. Now if some of these animals 
were used for the purpose of painless experiment, no more 
would happen to them than if they had been sent to the 
ordinary lethal chamber, except that the anawsthetic would 
probably be administered in a more skilful manner in a 
laboratory. It would be necessary to provide for an adequate 
period before taking the animal’s life, so that dog owners 
would have ample opportunity to recover lost or stolen dogs. 
The Council urged that the section of the Act relating to the 
destruction of stray dogs should be repealed. Such a repeal 
would remove from investigators the danger of using 
valuable or stolen dogs, a risk from which they cannot be 
entirely free under the present circumstances. Such a 
repeal would also do away with the incentive to dog-stealing 
and rectify the present anomalous position in the supply of 
dogs. To breed dogs especially for the purpose of experiment 
would be extremely expensive, and if there are stray 
unwanted dogs which have to be destroyed anyway, it would 
seem a superfluous proceeding to breed more. If, as I have 
suggested, legislation is proposed to permit the use of stray 
dogs, there is certain to be an acute controversy. Many 
general practitioners will be questioned by patients as to 
the rights and wrongs of the subject. Some patients will hold 
convinced and extreme views, and no amount of logic and 
argument will shake them. There will be many others who, 
though reluctant on sentimental grounds to acquiesce in the 
use of dogs, are yet unwilling to allow their sentimental 
emotion to override their sense of logic and judgment. 
These latter will demand a reasoned statement of the 
grounds on which science builds its claim to use animal life 
in the pursuit of knowledge. It is well to be equipped with 





a knowledge of results that have been attained in the past 
and a realisation of the many problems still awaiting 
solution, and to pass them on to such patients. In this way 
an enlightened public opinion on the subject will be built up. 

The work of original investigation is very arduous and the 
material rewards are poor. It is only fair that the people 
who are best placed for seeing the benefits derived from its 
results should give moral support to those engaged in 
research, and protect them from abusive attack. 


A DEBATE ON HUMANE SLAUGHTERING. 


At a debate held on Nov. 4th at the Birkbeck College 
under the auspices of the University of London Animal 
Welfare Society, discussion largely centred round the 
preliminary stunning of animals by means of mechanically 
operated instruments. The older methods of killing animals 
were held by several speakers to be cruel. The use of the 
pole-axe, with its broad axe end and more rounded thimble 
end, was warmly attacked and defended. The advocates 
of mechanically operated instruments made much of the 
ease with which slaughterers could become proficient in 
their use by practice on heads of dead animals; they took 
up the position that experience in the older methods has 
to be acquired by practice on living animals; sheep, owing 
to their docility were the unfortunate animals on which 
the older methods, other than the use of the pole-axe, were 
learnt. Mr. A. C. Knight, a past president of the London 
Meat Traders’ Association, stated that slaughtermen 
acquired skill in the use of the pole-axe by learning to cut 
the horns of cattle. Several references were made to the 
City of London investigation, in which it was ascertained 
that in the killing of 100 bulls 249 blows with the pole-axe 
were struck, 100 steer were struck 123 times, 100 cows 
127 times, and 100 pigs 155 times. Mr. Knight stated that 
his slaughterman had in nine months killed 251 bullocks 
with 253 blows. 

Mr. A. C. Dewbury, manager of the Humane Slaughtering 
Department, R.S.P.C.A., referred to the squeal pigs gave 
when throats were cut as being different in character to 
their ordinary squeals and consequently as being an indica- 
tion of pain. The claim that the severance of the large 
vessels of the neck by sticking results in immediate uncon- 
sciousness (‘‘ Dr. Leonard Hill says so"’) was disputed 
on evidence of a persistent corneal reflex. Other arguments 
not mentioned were the continuance of supply of blood 
to the brain by the vertebral arteries; Dr. Pfister, director 
of the Zurich abattoir, found that when animals have been 
stunned before being killed their meninges are normal, 
whereas in animals killed without previous stunning the 
meninges are intensely congested, an observation from 
which the deduction is made that suffering has occurred 
in the unstunned animals. The common practice of hoisting 
large (bacon) pigs by one leg before killing was condemned 
as cruel. Mr. Knight, in the course of the debate, stated 
that the use of the ** maul ’’—a long hammer to stun pigs 
was cruel; we have outside confirmation of frequent failure 
to stun the animal with one blow. The same speaker also 
condemned the tying of the legs of sheep together prior 
to sticking. The R.S.P.C.A. superintendent of slaughtering 
argued that all pig-stickers were not expert ; an expert pig- 
sticker can command high wages, and all pig-stickers were 
not paid high wages: he thought that some of the pig- 
stickers never became expert. 

Evidently **‘ humane killing ’’ has obtained many followers 
in this country; no less than 255 local authorities have 
adopted the by-law requiring this method of slaughtering, 
not, however, in every case for all species of animals-—e.g.. 
in Reading pigs need not be so killed. The Ministry of 
Agriculture recommends it for killing animals infected with 
foot-and-mouth epidemics. The London County Council 
had made an inquiry lasting nine months before adopting 
the by-law, obtaining information from Holland, Denmark, 
Norway, Sweden, and Germany. Mr. Dewbury made out 
a good case for the captive bolt. Although more than one 
speaker, including a slaughterman, stated that misfires 
often took place, it was evident that in the hands of a careful 
person these were rare. Captain C. W. Hume pointed 
out that it had been found that 1259 shots only were necessary 
to kill 1255 animals. Mr. Knight made the criticism that 
most of these animals were small, and that only a compara- 
tively few bulls, animals notoriously difficult to kill, were 
included. The cause of misfiring was the omission to clean 
the apparatus, evidently not difficult ; the correct sized 
cartridge for the animal to be killed (three strengths are 
made) must be used. The use of the bullet was not enthusi- 
astically advocated. Mr. Knight referred to a young 
slaughterman he had seen through whose hand a bullet 
had just passed. Mr. J. R. Hayhurst, the superintendent 
of the Islington abattoirs of the City of London Corporation, 
on account of the danger ricocheting from the hard floors 
and walls of the slaughterhouse, did not welcome the idea 
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of bullets being used on the 10,000 animals killed daily 
there. However, the London County Council inquiry 
only elicited five genuine and one suspectedly genuine 
accidents between 1913 and 1920, five of which occurred 
with pistols of the free bullet type, and in the remaining case 
the type of pistol was not specified. These, of course, 
should be avoided if possible, yet the danger is not very 
great. 

The question of injury to the public health, caused by 
the alleged more rapid deterioration of meat due to the 
splashing of minute blood-vessels in the flesh of animals 
previously stunned by mechanically operated instruments, 
was again raised. Mr. Dewbury. however, said that splashing 
could be seen in the flesh of pigs killed by sticking, and that 
Prof. Gerald Leighton had shown by microscopical examina- 
tion that the objection of imperfect bleeding could not be 
upheld. Further evidence is afforded by the inability of 
skilled and experienced observers to distinguish between 
the flesh of carcasses bled after felling with the pole-axe 
and those bled after the use of some humane killer, also 
by the obligatory use of the instrument in Denmark and 
Sweden, in spite of their being countries from which large 
exports of bacon are made to this country, and which in 
consequence would and could not enforce any particular 
practice detrimental to the quality of the meat. 

The Chairman, Prof. Fredk. Hobday, advocated the forma- 
tion of a committee of investigation, composed of medical 
men, veterinary surgeons, butchers, and humanitarians. 
Reference was made to demonstrations from which the 
advocates and opponents of humane killing had drawn 
different conclusions. Mr. Hayhurst thought that neither 
side was quite sure of the results; should demonstrations 
by a suitable committee show that ‘* humane ”’ killing was 
the best method it should be made compulsory throughout 
the country. 


MNEMONICS IN THE STUDY OF HOME NURSING. 

Ir may be doubted whether mnemonics can ever play 
a large part in the study of home nursing. That many 
people find them useful, however, is proved by the publica- 
tion of a third edition of a book! which contains a large 
amount of useful information arranged in tabular form, 
and many ingenious words and phrases devised to act as 
keys to the subject under consideration. In some instances 
these mnemonics are bewilderingly ingenious. Disinfec- 
tion must be sure, and to attain this it must be S, Suit- 
able for the purpose; U, Undertaken on the spot; R, 
Reliable and sufficiently potent ; E, Effective and sufficiently 
prolonged. It seems a pity, too. to use mnemonics to 
emphasise such virtues as personal cleanliness and obedience 
to the nurse herself, and it is doubtful whether an aid to 
memory can ever be of much value on such a wide subject 
as the duties of the nurse towards the patient. The little 
booklet does, however, contain many good working rules, 
and may prove useful as a résumé of previous work and wider 
reading, provided too much attention is not paid to the 
number of aids to memory scattered through it. 


EMBRYO CELL DIFFERENTIATION. 


In his Croonian lecture, delivered last week before the 
Royal Society, Prof. Hans Spemann (Freiburg) described 
the transplanting of very small parts of newts’ eggs from 
one embryo to another in order to see whether they would 
develop in the same way in their new surroundings. Most 
parts of the embryo were found to be quite indifferent in 
that they followed the development of the part of the 
embryo into which they were planted. A piece, for instance, 
that would have formed part of the brain made a part of 
the skin after having been grafted into the region of the 
future skin and vice versa. There was, however, one definite 
region of the embryo—namely, the mesoderm—which 
behaved quite differently. Mesoderm removed from one 
embryo and implanted into a more indifferent region of 
another, such as the region of the future skin, would not 
form skin, but would retain its own character and force 
its new surroundings to follow another line of develop- 
ment. Inasmuch as tissues of this kind ‘ organised ’’ the 
secondary embryo they were called organisers, and the 
region where they lay at the beginning of development 
the centre of organisation. Organisers, said Prof. Spemann, 
did not act only on embryos of the same species, but also on 
embryos of different species, of different genera, and even of 
different orders. Thus, for instance, where an organiser 
of one species of salamander was implanted into the young 
embryo of another species it there induced a secondary 
embryo, partly built up by the implanted cells and partly 
by the host, the cells of the two individuals being traceable 
in development. Organisers might also be produced experi- 
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mentally out of pieces of a more indifferent character. 
If such pieces were transplanted into the centre of organisa- 
tion they assumed, after a time, some organising faculty. 
Taken out again and transplanted into a new indifferent 
region of another embryo they could now induce there a 
secondary embryo. As these organisers did not have these 
faculties from the beginning they were called secondary 
organisers, or organisers of the secondary degree. The 
whole development, at least of these low vertebrates, might 
therefore be thought of as composed of single developing 
processes linked together by organisers. As to their means 
of inducing the changes, nothing certain was known, but 
some facts suggested to Prof. Spemann that the means were 
chemical rather than dynamic. 


*“ BAND AID” ADHESIVE BANDAGES. 

WE have received from Messrs. Johnson and Johnson, 
106, Golden-lane, London, E.C., and Slough, Bucks, a 
specimen of a useful protective dressing for minor cuts, 
burns, and abrasions. It consists of a gauze pad, on either 
side of which is a strip of adhesive plaster for securing the 
dressing, the bandage being faced with crinoline cloth to 
keep it clean until required for use. The bandage can be 
quickly applied, holds firmly in place, and has a neat 
appearance. It is put up in boxes containing six strips 
of bandage three-quarters of an inch wide, ready for applica- 
tion to a wound, together with three large pieces which can 
be cut up into small strips as required, but larger size boxes 
can also be obtained. 

THE POWERS OF AN EIGHTEENTH CENTURY 
BISHOP. 


IN what have been termed the Middle Ages of our history 
the practice of medicine was almost entirely in the hands of 
the clergy, and coming nearer our own time bishops, other 
than the Primate at Lambeth, seem to have had the privilege 
of conferring degrees by which the bearer was entitled to 
practise the profession independently of the imprimatur of 
any other body. It is to be inferred from the following 
letter, of which we have received a copy from Miss Bertha 
Couch, of Andover, that, at no very distant date, a 
bishop laid claim to the opposite right—namely, that of 
preventing from exercising the profession in England any 
person who had taken his medical degree in a foreign 
university. We have not before seen an instance of the 
enforcement of such a prohibition. The letter runs : 

“ May it please your Lordp. 

** After most humble Duty presented to your Lord’ & a due 
Acknowledgmt of your Lordp’s Favr, to let me know by Mr. 
F francis Cook The Information given against Me; I Presume 
to lay before your Lordp, that ‘tis above Thirty years since 
that I was honour’d with the Title of Doctor of Physick. In a 
Forreign University indeed, but after a Performance of all 
The Exercises Requir’d There, and after many years standing 
in One of our Own. I do Confess too, that I have often been 
in Consultation with Dr. Bidgood and Dr. Davy, & sometimes 
with Dr. Thurston, in This County: & with Dr. Polwhele & 
Dr. Stephens of Truro, in that of Cornwall. And I believe I 
did nothing then, or since, that brought me within the Penalty 
of any Law, in the true Intention & Meaning of it. 

** But for these several years last past I have Confin’d myselfe : 
being willing to Intend matters of another Nature, less 
Burthensom unto my Thoughts. For that Reason I have Excus’d 
myselfe to all Persons of Quality inviting my Assistance except 
one or two of my Relations & Old Acquaintances. Nor have L 
lain one Night, or but one, out of my own house on that Account, 
for above these ten Years. However, I am in your Lordpp’s 
Judgment whither I shall Offend in giving Advice, Freely, to 
the Poor; Or in giving my Opinion unto Others who, in their 
Extremity, Request it, Or, till they can procure Other Helpe, 
which I have ever Encourag’d to & held myselfe Reliev’d by. 
If your Lordshp, in your great Wisdom think Fit to Refuse Me 
your Permission in such Circumstances, (for I have long agoe 
withdrawn myselfe from general Practice) I shall certainly 
Conform to your Lordsp’s Pleasure, as soon as it shall be 
signified to me. But I beseech your Lordp to do me the Justice 
Not to take my Character from Rumors, which are always 
Uncertain, & most times, Worse; Or from Men who, perhaps, 
may Envy me The Shadow I have, my whole life Affected to 
keep in, & Who for that Reason, have never had the Opportunity 
(if they had The Will) of Understanding me Truely. 

** Tam Sensible I need your Lordishp’s Pardon for This Boldness 
& Freedom : but am Sensible too, that I Commit it to a Noble 
Breast, which ever Loves Cleerness, & puts the best Construction 
upon things that they will bear. And therefore T am in no 
Pain least any Advantage shall be made to my Prejudice, of 
Any thinzt I have now Written ; who am, with all Duty, Right 
Reverend & Right Honble 

“Your Lordship’s Most Humble & most Obedient Servant, 

Ricu : BURTHOGGE.” 

** Totness Sept 17, 1689." 

The outer address of the letter is: 

“ These 

For The Right Reverend Father 
in God, Jonathan, Lord Bishop of Exon 
att his Trelqwne Cornwall.”’ 


Jonathan Trelawny, adds Miss Couch, was one oi 
seven bishops sent to the Tower by James II. 











